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CELLULITIS OF AND ABSCESS IN THE PARA-PHA- 
RYNGEAL TISSUES CAUSING LARYNGEAL 
EDEMA. THE SYMPTOMS, DIAGNOSIS 
AND TREATMENT.* 


Dr. CoRNELIUS GopFREY CoAKLEY, New York. 
Laryngeal edema consisting of an edema of the ary-epiglottic 
folds and epiglottis is very frequently seen accompanying the sever- 
er types of inflammation of the pharyngeal mucous membrane, also 


the cellulitis or abscess formations which occur in close proximity 


to the pharyngeal mucous membrane. Large accumulations of pus, 
however, are seen beneath the pharyngeal mucous membrane, or 
in the deeper tissues of the neck in certain situations, and yet cause 
little or no laryngeal edema. In retro-pharyngeal abscesses, for 
example, the pus may burrow beneath the mucous membrane of 
the naso-pharynx and the postero-lateral wall of the pharynx, down 
to and below the level of the cricoid, and yet in our clinical experi- 
ence such a large collection of pus seldom causes such a degree of 
laryngeal edema as to cause the surgeon much concern. Interfer- 
ence with respiration produced by large retro-pharyngeal abscesses 
may simulate very closely the symptoms of laryngeal edema, but 
these symptoms, however, are mainly due to the encroachment and 
pressure upon the entrance to the larynx by the mass of the abscess. 


*Read before the Laryngological and Rhinological Section, New York 
Academy of Medicine, November 25, 1919. 
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That this is so is easily demonstrated by the fact that stertorous 
respiration and cyanosis are immediately relieved on the evacuation 
of the abscess. 

A laryngeal edema of moderate degree, usually unilateral, lim- 
ited to the involved side may be seen in quite a large proportion of 
cases of peritonsillar abscess. The difficulty of making an ade- 
quate laryngeal examination in many cases of peritonsillar abscess, 
owing to the inability of the patient to sufficiently separate the jaws 
for a good laryngoscopic examination, causes us frequently to fail 
to appreciate the amount of edema that is present in these cases. 
Clinically, peritonsillar abscesses arrange themselves into three 
groups: 

One in which the greatest accumulation of pus is external to and 
above the middle of the tonsil. In these cases there is but little 
edema and infiltration on the side wall of the pharynx, and but 
little if any edema of the corresponding ary-epiglottic fold. 

Another type of peritonsillar abscess is that in which there is 
a marked infiltration of the posterior pillar; pus burrows downward 
along the side wall of the pharynx behind the tonsils. In these 
cases there is a much more extensive edema and infiltration on the 
side wall of the pharynx, and correspondingly a marked unilateral 
edema of the ary-epiglottic fold. We have seen this edema so 
extensive as to almost completely block the visible passageway of 
air in to the larynx. 

The third type of peritonsillar abscess, although apparently not 
so common as the second, is the formation of an abscess external to 
the tonsil with a tendency to extend anteriorly to the side wall of 
the pharynx. This also is accompanied by considerable edema of 
the ary-epiglottic fold on the same side. 

The treatment of these cases is a purely surgical one, namely, 
locating the point in the buccal cavity at which the abscess is near- 
est to the surface, and evacuating it at that point. Unquestionably 
ice-bags to the exterior of the neck limit the extension of the edema 
into the surrounding tissues, and we advocate its use. Whether 
the incision shall be made in the supra-tonsillar region, or in the 
posterior pillar, or in the anterior region, will depend upon the 
operator’s judgment as to the shortest route to pus. I feel, how- 
ever, that much harm is often done by either too early an incision, 
before there is a well defined accumulation of pus, or by incising 
in a direction that misses the abscess cavity. Incisions which fail 
to reach the abscess cavity, either because performed too early, or 



























COAKLEY: CELLULITIS. 67 
because of an improper direction, frequently open up paths of infec- 

tion, resulting in the spread of the infection along the lymphatics on 
the side wall of the neck, producing a cellulitis, or an abscess under 
the deep fascia, which may require an external operation for ‘t: 

proper evacuation. The amount of laryngeal edema that usually 
accompanies these cases of deep cervical abscess is usually consid- 
ably greater than that which is found even in the severer types of 
strictly peritonsillar abscess. The presence of a deep-seated swell- 
ing beneath the angle of the jaw, accompanied by an increasing 
edema of the arytenoid on the same side is best and most surely 
relieved by an external incision. 

On December 17, 1918, I saw a patient in consultation, who, 
after a mild tonsillitis, went out, and a day or two later developed 
symptoms of peritonsillar abscess on the right side. The evening 
previously this abscess was opened, but only a drop or two of pus 
found, followed in the course of a few hours by very marked 
increase in the peritonsillar swelling. On my examination I found 
a hematoma in the peritonsillar tissues, and beginning edema of the 
ary-epiglottic folds. The patient was transferred to a hospital on 
December 18 for observation. An induration appeared at the side 
of the neck below the angle of the jaw, and considerable edema of 
the pryiform fossa and right ary-epiglottic fold. On the morning 
of December 19 he seemed distinctly better, and there was a mod- 
erate expectoration of pus. On the morning of December 20 there 
was such an extension, both of the induration on the outside of the 
neck and within, that I felt that an external exploration was neces- 
sary. The general surgeon at the hospital was invited to see the 
case, but felt that there was no pus present. By afternoon the 
edema of the larynx had increased to such an extent that I was 
afraid to let it go on and insisted upon an external operation. All of 
these operations have to be done under local anesthesia on account 
of the great danger of giving a general anesthetic. Operation at 
4:30 p. m., December 20; novocain infiltration of skin on the right 
side of the neck, incision two and one-half inches long, parallel to 
and three-fourths of an inch below the inferior maxilla. After 
reaching the deep fascia at the anterior end of the sterno-cleido 
mastoid, a pair of long curved artery forceps was pushed into the 
wound in the upper direction, but without finding any pus. The 
surgeon was about to give up further exploration, when he put one 
finger in the patient’s mouth, down to the pyriform fossa, and 
directing a forceps through the wound towards this finger, at once 
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entered a cavity and evacuated a dram of thin, purulent, foul- 
smelling discharge. Cigarette drain was introduced. The wound 
contained foul-smelling discharge for several days. There ceased 
to be any further increase in the edema of the larynx, and within 
twenty-four hours there was a marked subsidence of the edema. 


I have seen a few cases of abscess in the pyriform fossae and in 
the glosso-epiglottic fossae, accompanied by considerable laryngeal 
edema. It is sometimes difficult to locate the focus of infection by 
the indirect method, that is, examination with a laryngeal mirror. 
Direct inspection of the region by means of the Jackson pharyngeal 
or short esophageal speculum, may enable one to see through the 
red, swollen edematous tissue, a yellow area indicating the forma- 
tion of pus. .If such a formation of pus can be definitely deter- 
mined either by direct or indirect examination, the pus should be 
evacuated ; by the indirect method with a suitably curved knife, or 
by the direct method and a straight knife. If, however, as is often 
the case, one is unable to locate the abscess either by the indirect or 
the direct method, I believe that it is poor technique to stab the 
edematous tissue with a knife in the hope thereby of relieving the 
symptoms. If the symptoms of dyspnea are not urgent, place ice- 
bags on the outside of the neck, keeping the case under close 
observation as to progress of the laryngeal edema. The indiscrim- 
inate puncturing of an edematous membrane in the ary-epiglottic 
fold, pyriform fossa, or side wall of the pharynx, may give tem- 
porary relief, but often opens new avenues of infection with disas- 
(rous results. I know of two cases where within one hour after the 
stabbing of the edematous tissue was performed, the patient had a 
severe hemorrhage and died. 

I have seen quite extensive laryngeal edema accompanying 
malignant disease of the hypo-pharynx and upper portion of the 
esophagus. It was evident in these cases that there was an acute 
inflammation of the tissues for some distance surrounding the car- 
cinomatous area. This inflammation extended to and involved the 
ary-epiglottic folds. While the edema could be readily recognized 
by the indirect method, there was nothing visible in the mirror to 
account for the edema. By examining the hypo-pharynx and 
esophagus by the direct method, the source of the edema was read- 
ily discovered. All of the pathological processes thus far men- 
tioned are fairly frequent, are easily diagnosed and usually satis- 
factorily treated by the laryngologist by intra-pharyngeal surgery. 

There is another group of cases, first accurately described by 
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Ludwig in 1836, to which since has been given the name of Lud- 
wig’s Angina. This description by Ludwig, twenty-two years before 
Garcia taught us how to us a laryngeal mirror, is so perfect that I 
venture to quote him: 


“A sore throat of a rheumatic or erysipelatous nature, precedes 
as a rule the first symptoms, which are: slight rise in temperature, 
with a number of chills, headache, weakness, some loss of appetite, 
slightly coated tongue, some difficulty in swallowing, which is slight 
at the early stage, and in some cases scarcely noticeable; then a 
hard swelling develops, either on both sides of the throat or more 
commonly on one side, usually in the cellular tissue that surrounds 
the submaxillary glands, less frequently in that around the sub 
lingual or parotid. This hard growth extends, with some tissue 
changes, gradually around the throat, then under the jaw to the 
chin, and down over the larynx, and often backwards into the cel- 
lular tissues of the parotid, also causing a marked swelling on the 
outside. This growth also extends through the cellular tissues that 
cover the musculature between the larynx and the oral cavity, and 
even these muscles themselves are sometimes apparently involved 
in this hardening process; the tongue, deep red in color, rests on 
the hardened mass thus formed, which is felt as a hard indurated 
ring on the inner circumference of the larynx. The ability to open 
the mouth is much limited, and every attempt is painful; the tongue 
is pressed upward and somewhat backward ; speech is made difficult, 
and partly because of the pressure on the larynx, and partly because 
of the morbid changes in the smaller throat muscles, it is rough and 
not clear, and gurgling. Swallowing becomes very difficult, with 
straining of all of the throat muscles, due undoubtedly chiefly, if 
not entirely, to the mechanical pressure of the growth, because an 
inflammatory swelling of the mucous membrane of the pharynx 
present either at the beginning of the disease, or later if mercurial 
drugs are used in treatment. Yet with the progress of the disease 
a considerable amount of mucus gathers in the throat, which is 
expectorated with difficulty. The skin over the growth appeais 
normal, not reddened, at least in the earlier stages, although 
stretched according to the size of the growth,—evidence that its 
cellular layers are not involved in the hardening process. During 
the first four to six days of development of this local growth, the 
constitutional symptoms are not marked, the fever is usually very 
moderate, the strength and general feeling are a little altered, appe- 
tite and ability to sleep are not lost entirely, there is some thirst, 
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secretions and excretions are fairly normal. As the disease pro- 
gresses, some areas of redness of the skin are noted; inside the 
mouth frequent exudations of inflammatory lymph appears (if this 
has not occured before), the growth under the tongue seems softer, 
as if the serum under the mucous membrane was effused and partly 
coagulated. On the outside certain areas become softer, sinking in 
somewhat, and if pressed with the finger, feel as if there was air 
under the skin, or sometimes they become more prominent and 
fluctuating, as if pus was going to break through, but this does not 
occur, and the swelling diminishes—or, sometimes at the beginning, 
and sometimes later in the course of the local process, some spots 
in the oral cavity, either at the back or sides of the root of the 
tongue, or more to the front on the under side of the inferior max- 
illa, break out and discharge a thin, grayish or reddish-brown fluid, 
with bad odor, which becomes more and more like the ichor of a 
necrotic process. With the beginning of this process, which is of 
the nature of real mortification, the general symptoms become 
more marked. The fever is higher, with exacerbations usually in 
the morning, the sleep is broken, with heavy sweats, frightful 
dreams, somnambulism ; there is marked increase of sediment in the 
urine, sometimes slight delirium. Notwithstanding the fact that the 
growth may diminish in size, swallowing is still very difficult, there 
are periods of anxiety with fairly free intervals, a non-mechanical, 
but apparently nervous interference with respiration. The symp- 
toms now develop rapidly, simulating the course of a putrid-typhous 
process, and in four or five days, the tenth or twelfth from the 
beginning of the disease, coma and death result with evidence of 
edema of the lungs. There are variations in the symptoms as noted, 
especially in the development of the fever, the time of the develop- 
ment of the disease and the severity of the local process, which I 
will not discuss in detail, as my purpose is to give a general picture 
of the disease that will aid in its recognition at the bedside.” 


It has been my privilege to have been called in consultation in 
quite a number of cases that have been considered Ludwig’s Angina. 
In most of the cases we have been able to elicit a history of a sore 
throat, often an acute tonsillitis from which recovery was nearly 
complete when the patient had a relapse. The subsequent history 
may usually be divided in two classes. One, the erysipelatous type, 
which runs its course without any discoverable localized abscess 
formation. Another class in which sooner or later definite abscess 
formation, either small or large, appears. In the erysipelatous the 
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appearance in the laryngeal mirror is that of a deeply congested and 
injected mucous membrane with perhaps ecchymotic spots visible and 
an edema of both arytenoids, one being somewhat more edematous 
than the other. On palpation of the exterior of the neck there is a 
teeling of resistance on deep pressure, and usually considerable ten- 
derness over a rather extended area. These cases run their courses 
without the formation of any abscess, and I believe them to be a 
streptococcic invasion of the pharyngeal tissues, simulating, if not 
identical with erysipelas. 

On October 11, 1913, I was asked by Dr. Harvey, of Orange, 
to see a patient with him, who gave the following history: Two 
days previously, on October 9, patient had sat in a draught in his 
office. Upon returning home he felt marked pain in the right side 
of his throat—no temperature, great difficulty in swallowing. On 
October 10 he was unable to swallow any food, respirations were 
labored. My examination showed his ary-epiglottic folds much 
swollen, the merest chink between the epiglottis and the arytenoids, 
the right somewhat more swollen than the left. There was a point 
of great tenderness on the outside of the neck opposite the middle 
of the thyroid cartilage. A slight induration could be felt external- 
ly. I ordered ice-bag kept to the neck constantly. My diagnosis 
was an erysipelatous infiltration of the pharynx, which was regarded 
with some doubt by the family physician. On October 12 there 
was much less welling of the epiglottis and arytenoids, but he had 
a distinct induration on the skin of the neck from the larynx ex- 
tending downwards over the chest to six inches below the epi- 
sternal notch, with the borders of it well defined, and the dusky 
skin of the typical erysiplas. This is the only case where I have 
been able to observe an undoubtedly erysipelatous lesion of the 
skin associated with a streptococcic edema of the throat. On Octo- 
ber 13 I received a telephone message that his temperature was 101, 
deglutition and respiration much better. Patient made a steady and 
rapid improvment in spite of his having a pretty extensive arterio- 
sclerosis and chronic nephritis. On October 28 of that year, he pre- 
sented himself at my office for examination, and I found that he 
had a chronic left maxillary sinusitis, but unfortunately, although 
we washed out pus, we did not have it cultured. It has not always 
happened that cases have turned out as favorably as this one did. 

Some years ago a patient whose home was in the West, returned 
from abroad. He had had a slight acute tonsillitis on board the 
steamer. He had practically recovered from his tonsillitis by the 
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time the steamer docked, but not feeling very well, went to a hotel 
in this city and summoned a surgeon, who was one of his intimate 
friends. He complained that he had developed, a few hours before, 
considerable pain at one side of his throat, and was a little short of 
breath. The surgeon saw him about 2 o’clock in the afternoon. 
He could see nothing but a red throat, and promised to see him 
again the next day. The surgeon happened to be in the neighbor- 
hood of the hotel about 6 p. m. on the same afternoon, and thought 
he would pay a casual visit to see how the patient was getting along. 
He found him in great dyspnea, and telephoned mé to come to the 
hotel as quickly as possible with an intubation set. I hastily got 
together my intubation and tracheotomy set, and arrived at the 
hotel within twenty minutes of the time that I received the message, 
but before I arrived the surgeon had found it necessary to perforin 
an emergency tracheotomy with his pen-knife, and a piece of rubber 
hose cut from a bath fixture was inserted in his trachea. The 
patient was dead. Long continued artificial respiration failed to 
resuscitate him. Here within a few hours there had developed a 
sudden and extreme laryngeal edema, and no induration could be 
felt indicating an abscess formation. 

Another patient, age 43 years, was seen Februrary 21, 1912, 
in consultation with a general surgeon. He gave the following 
history: He had had a mild acute tonsillitis, which kept him in the 
house for a few days. He went out and on the second day had a 
chill, with intense pain on one side of his pharynx. Almost siimul- 
taneously with the difficulty in swallowing there was some difficulty 
in breathing. Laryngeal edema was present, edema of both pyri- 
forms, the right side more than the left. No marked induration 
could be felt on external pressure. In the course of a few hours the 
laryngeal edema became such as to make it advisable to consider the 
possibilities of giving him respiratory relief. This the surgeon 
thought would best be accomplished by a tracheotomy. A tracheot- 
omy set was kept at the patient’s bedside, and one of the surgeon’s 
assistants was constantly on duty day and night, so as to be ready 
to perform it in the event of the surgeon not being able to reach 
there in time. The patient seemed to improve, deglutition became 
very good, the laryngeal edema lessening, and at 10:30 a. m., Feb- 
ruary 25, the surgeon and myself met and decided it would be safe 
to absent ourselves for a few hours, he with his assistant to go out 
of town for an operation, and I to take care of my work. [I left 
my assistant there to watch the patient, and at 12 o’clock I received 
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a telephone message that there had been a sudden increase in the 
dyspnea, and for me to get there as quickly as possible. As the 
surgeon in charge had left town, my assistant was forunate in get- 
ting another surgeon to come immediately to the house. He and 
I arrived at practically the same time, the patient was black in the 
face and gasping. A stab tracheotomy was done, a tube inserted, 
and artificial respiration kept up for about one-half hour, but 
without avail. 

These two cases have impressed upon me the very great danger 
that this non-suppurative type has for the patient on account of the 
very sudden increase in the laryngeal edema, as to make it impos- 
sible for surgical relief to be rendered quickly enough to save the 
patient’s life. 

I have since seen two cases similar to these and have urged an 
external incision to be carried through the edematous tissue down 
to the pharyngeal mucous membrane, with a view of draining the 
edematous areas, and lessening the laryngeal edema. The improve- 
ment in the laryngeal symptoms have been prompt and encouraged 
me in the belief that it is wiser to proceed by such an incision than 
to wait until excessive laryngeal edema develops and then resort to 
tracheotomy. Tracheotomy has been performed frequently for 
these conditions, but with not very brilliant results. In most of the 
cases the infected material from the pharynx passes through the 
larynx and around the tracheotomy tube into the lungs producing 
very quickly a septic pneumonia, which is invariably fatal. 

In the second class of cases known as Ludwig’s Angina, there is 
a definite pus collection in the region of the sub-maxillary gland, 
sometimes in the sub-lingual glands, and at other times beneath the 
tongue anteriorly. These cases, too, are accompanied by laryngeal 
edema. Most of them differ from the preceding class of cases from 
the fact that there is an upwards, or an upward and backward dis- 
placement of the tongue. I believe that most of these infections 
come from mouth organisms passing through the mucous mem- 
brane of the floor of the mouth or side wall of the pharynx, but 
some of them come from carious teeth. Several cases of this sup- 
purative type are seen each year in our service at Bellevue Hospital, 
and all have recovered after free external incision into the abscess. 
In two cases there was such evident fluctuation in the floor of the 
mouth between the tongue and ramus of the jaw that an incision 
was made in this region for the evacuation of the pus. In the adult 
case this was all sufficient. In the case of an infant, about 1 year 
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old, the process kept up so long that it was necessary to make a 
counter-opening beneath the inferior maxilla for adequate drainage. 

One of the most interesting cases that I have seen was that of a 
physician living out of town, who had a very marked, hard swelling 
in the mid line between the chin and the hyoid, extending laterally 
around to the angle of the jaw on either side. He was unable to 
swallow, owing to fixation of his tongue. There was moderate 
dyspnea, which I thought was due to the pushing backwards of the 
epiglottis, rather than to the edema of the larynx, though of course 
I could not be sure, because of the impossibility of making an ade- 
quate laryngeal examination. He was brought to this city on 
November 20, 1917. An incision was made in the median line 
between the chin and the hyoid bone, and between three and four 
ounces of very thick fetid pus evacuated. He progressed well and 
went home on the eighth day. He was seen on December 20; wound 
had healed. On February 13, 1918, he noticed a little difficulty in 
swallowing. This progressed rapidly until the sixteenth, when he 
was unable to swallow anything. The old scar was opened up, and 
fully as much pus evacuated as at the first operation. Since that 
time he has had no recurrence of the abscess. 

Whether external operations for the relief of cellulitis and deep 
abscesses of the neck producing laryngeal edema, should be per- 
formed by the laryngologist or by a general surgeon depends upon 
whether the laryngologist has had a good general surgical training 
and upon his familiarity with external neck surgery. Many mer 
who successfully practice our specialty, while familiar with the gen- 
eral anatomy of the neck, have not had the opportunity of meeting 
with neck structures as modified by inflammatory processes. In 
many of our cases we have felt that on account of the seriousness 
of the condition it was wise to seek the advice and help of a genera’ 
surgeon whose experience in neck surgery has been large. 


53 West 56th St. 

































EXPERIMENTAL OBSERVATIONS ON THE TREAT- 
MENT OF BRAIN ABSCESS FOLLOWING MIDDLE 
EAR AND MASTOID INFECTIONS.* 


Dr. Joun McCoy, New York City. 


The object of these experiments has been to seek a safer 
and more reliable method of scaling off the meningeal mem- 
branes at the point of drainage through the dural incision, so as 
to prevent the general infection of the meninges and consequent 
fatality which so often ensues in these cases. The methods 
employed at present for this protection of the meninges are 
mainly two. One, the method advocated by MacEwen, which 
is to pack a layer of gauze all around the margins of the dural 
exposure, between the bone and the dura. The other is that 
known as the cofferdam dressing, wherein the dura is incised 
crucially at the elected point of exposure and then to pack 
iodoform gauze beneath the dural flaps in the hope of having 
adhesions formed at the site of packing. 

In our experience we have tried a number of different pro- 
cedures for the purpose of forming a safety zone through which 
to operate and [ regret to say that we have not been able to 
reach definite conclusions for reasons which will develop pres- 
ently. The experiments have been carried out on the dog at the 
Laboratory for Experimental Research at the University and Belle- 
vue Medical College, through the kindness and courtesy of Dr. 
George D. Stewart. In this work I have received the invaluable 
assistance of my associate, Dr. Mark J. Gottlieb, both in the 
operative work and in the examination of the pathological speci- 
mens. Beginning in November of last year we tried in turn the 
following experiments, all under ether anesthesia. A skin in- 
cision followed by the removal of a section of the bony cortex 
and exposure of the dura about one and one half inches in diame- 
ter. Then in sequence was tried the following procedures, each 
of which was followed by killing the dog at a stated interval of 
time. The brain was perfused with saline solution and_for- 
malin and sections made for microscopical examination of the 
treated dura, pia and adjacent brain tissues. 


*Read before the American Laryngological, Rhinological and Otolog- 
ical Society, June 6 and 7, 1919. 
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1. Mildly cauterizing the dura. 
2. Subdural injections of paraffin (melting point 110). 

3. Subdural injections of paraffin mixed with iodin. 

4. Subdural injections of bismuth paste. 

5. Subdural injections of one-half strength tincture of iodin 
(diluted with water). 

6. Subdural injections 


~ 


= 


= 


f iodonized paraffin. 


ont 


7. Subdural injections 


o 


of paraffin and iodoform powder. 

8. Subdural injections of paraffin mixed with yellow oxide of 
mercury. 

9. Gauze packed between bone and dura at margin of ex- 
posure. 

10. Subdural injections of paraffin and closure of wound. 
This dog has shown no symptoms of cerebral irritation since. 
We propose to watch it. 

We then proposed to infect the dura of an untreated dog and 
also to infect the dura within the safety zone made by the adhe- 
sions which were brought about by the method which gave us 
the best adhesions. Accordingly we tried to infect the meninges 
with virulent cultures of streptococcus and staphylococcus and 
we have been unable to produce meningitis in a series of twelve 
dogs, either in the treated or untreated dog after incising the 
dura and injecting cultures of vicious pyogenic organisms. Finally 
we injected 4 cc. of broth culture of streptococcus hemo- 
lyticus into the femoral vein of a dog and were unable to obtain 
a blood culture in 24 hours. The dog is still alive and healthy. 
A detailed list of the experiments is subjoined. 

Nov. 21, 1918. Dog No. 8. 

Dura exposed one inch in diameter. 

Dura seared with hot iron. 

Nov. 24—Killed and brain perfused with saline and _ for- 
maldehyde. Result—Hemorrhagic necrosis between dura 
and pia and in brain tissue beneath pia. 

Nov. 30, 1918.. Dog No. 17. 

Dura exposed one inch in diameter. 

Paraffin injected subdurally. 

Kiiled and perfused December 2. 

Result—Hyalinized fibrin adhesions first stage of organization. 
Mechanical rupture of adhesions during preparation. 
Young fibro blasts present. 

Dec. 6, 1918. Dog No. 22. 

Dura exposed. 
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Paraffin injected. 
Killed and perfused December 7. Acute inflammatory reac- 
tion present. 
Dec. 6, 1918. Dog No. 23. 
Dura exposed and paraffin injected. 
December 8—Dog killed and perfused. 
Fibrin adhesions and fibroblasts. 


Dec. 20, 1918. Dog No. 30. 
Dura exposed and paraffin injected. 
December 26th—Killed and perfused. 
Microscopic: older fibro blasts, few polymorphous, nuclear 
leucocytes, healthy organization of later stage, fibers pres- 
ent. 


Dec. 20, 1918. 
Dura exposed. Paraffin mixed with iodin. Paraffin 8 c.c., 
Lugol’s solution one-half, strength 1 c.c., injected subdurally. 
December 21—Killed and perfused. 
Microscopical examination. Under surface of dura slight- 
ly roughened. Brain surface slightly roughened. No def- 
inite adhesions. 


Jan. 3, 1919. 
Dura exposed and bismuth paste injected subdurally. 
Dog died on January 8 of pneumonia. 
Examination showed dura stripped with difficulty. Broad 
bands of adhesions. Large numbers of polymorphous leuco- 
cytes found; not as substantial adhesions as with paraffin. 


Jan. 11, 1919. Dog No. 44. 
Dura exposed, one-half strength tincture of iodin diluted with 
water. One-half c.c. injected under dura. 


January 12—Dog killed and perfused. 
Extensive hemorrhage under dura and hemorrhage in brain 
substance. 
Feb. 26, 1919. Dog No. 45. 
Gauze packed between dura and bone. 
February 27—Killed and perfused. 
Irregular bands of adhesions. 
March 10, 1919. Dog No. 7%. 
Iodonized paraffin injected subdurally. 
March 11—Dog killed and perfused. 
Many leucocytes. Moderate amount of hemorrhage. 
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March 11, 1919. Dog No. 78. 
lodoform and paraffin injected subdurally. Paraffin 8 c.c., 
iodoform powder one-half gm. 
March 12—Killed and perfused. 
Hemorrhage between the dura and pia. Severe reaction. 
No evidence of beginning organization, 
March 14, 1919. Dog No. 79. 
A mixture of paraffin, 8 c.c., and yellow oxide of mercury, 
one-half gm. 
March 15—Killed and perfused. 
Large leucocytic reaction. Moderate number of fibroblasts. 
Hemorrhage between dura and brain. 
May 17, 1919. Dog No. 80. 
Paraffin and yellow oxide of mercury same as previous dog. 
March 19—Killed and perfused. 
Tremendous leucocytic reaction and hemorrhages. No def- 
inite attempt at organization. 
March 21,1919. Dog No. 81. 
Paraffin and yellow oxide of mercury. 
Dog died of pneumonia four days later. 
Great leucocytic reaction. Extensive hemorrhages. Very 
little attempt at organization. Necrosis. 
April 9, 1919. Dog No. 86. 
Dura exposed. 5 per cent chloretone in paraffin injected 
subdurally. 
April 10—Killed and perfused. 
Evidence or irritation of cerebral tissue. 
April 25, 1919. Dog No. 87. 
Dura incised and _ streptococcus hemolyticus, 18-hour-old 
culture put under dura with platinum loop. Dog unaf- 


fected. 
April 25, 1919. Dog No. 88. 
Dura exposed. Paraffin injected subdurally; 24 hours 


later dura incised and streptococcus hemolyticus intro- 
duced under dura. Dog unaffected. 
May 1, 1919. Dog No. 89. 
Paraffin injected subdurally. 
May 2—18-hour-old pneumococcus culture injected under dura. 
Dog unaffected. 
May 1, 1919. Dog No. 90. 
Dura e2 posed. 











MC COY: EXP. OBSERVATIONS ON BRAIN ABSCESS. 79 


May 2nd—Pneumococcus culture in broth 18 hours old. 
Dog unaffected. 

May 5, 1919. Dog No. 92. 

Paraffin injected under dura. 

May %—Dura incised and 24-hour-old culture  strepto- 
coccus hemolyticus injected under dura. Dog unaffected. 

May 7, 1919. Dog No. 95. 

Paraffin injected subdurally and dog allowed to live to de- 
termine irritating effects of paraffin. None observed to 
date. 

May 20,1919. Dog No. 96. 

Dura incised. 

Culture of long chain streptococcus and _ staphylococcus 
aureus injected under dura. Dog unaffected. 

May 23, 1919. Dog No. 97. 

Paraffin injected subdurally. 

May 24—Culture of streptococcus pyogenes and_ staph- 
ylococcus aureus injected through slit in dura. Dog un- 
affected. 

May 24, 1919. Dog No. 98. 

Dura exposed and incised and culture streptococcus pyo- 
genes and staphylococcus aureus injected subdurally. Dog 
unaffected. 

May 28, 1919. Dog No. 99. 

1 c.c. of 24-hour-old virulent culture streptococcus hemo- 
lyticus injected into femoral vein. Blood culture in 24 
hours was sterile. 

In conclusion we can only state that thus far, subdural in- 
jections of paraffin give a better type of adhesions than gauze 
pressure because more accurate and that such injections do not 
seem to produce cerebral irritation. We propose to continue 
our experiments, however, and also to investigate the apparently 
wonderful bactericidal effect on dog’s serum. 


157 West Seventy-third street. 











REPORT OF A CASE OF TEMPORO-SPHENOIDAL 
ABSCESS. 


Dr. JoHN LesHurRE, New York. 


N. C., a law student, age 21, presented himself, February 17, 
1919, with the following history : 

For nineteen years he had had an intermittent discharge from the 
right ear, and during the past six months more or less frontal and 
occipital headache. He had been able to continue the study of law, 
and apparently had suffered no mental deterioration. 

Examination of the right ear revealed the presence of a com- 
pletely occluding polypus, and a thin foul discharge. The mastoid 
was not tender, Weber lateralized to the right, Rinné negative, bone 
conduction normal, rotation to the right elicited an after-nystagmus 
of twenty-five seconds, to the left twenty-three seconds. 

Functional tests of the nervous system were negative, and the 
eye grounds were normal. 

The patient was advised to have a radical mastoid operation done 
immediately, but wished to defer this until the end of his school 
year. 

The polypus, however, was removed on the following day, and 
evidently had its origin in the epitympanum. 

Considerable improvement in the symptoms continued for about 
five weeks, when the headache returned, and consent was obtained 
to do a radical operation March 28. 

The dura was nowhere exposed, nor was there any necrosis of 
the tegmen tympani or antri. 

The temperature ranged between 99° and 100° F. until the ninth 
day, when it rose to 102°, dropping back to 99° in four hours. 

The pulse range was from 80 to 90, neither pulse nor temperature 
exhibiting the sub-normal character often noted in cases of brain 
abscess. 

On the following day the patient became stuporous and was 
aroused with difficulty. Kernig and Babinski signs appeared for 
the first time, and a slight optic neuritis developed on the right side. 

Some rigidity of the neck muscles was present and it was deemed 
advisable to do a lumbar puncture. 

Accordingly about four c.c. of clear fluid was withdrawn under 
diminished pressure and submitted to the hospital pathologist, Dr. 
F. Grauer, for examinations, who reports as follows: 
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“No sediment or formation of pellicle. Slight increase of globulin. 
Normal. sugar reduction. Six cells per c.c.m. found using (Fuchs- 
Rosenthal counter). Stained smears showed no bacteria. Culture 
on various media showed no growth of organisms. 

“With the exception of the slight increase of globulin the fiuid is 
normal.” 

Litchfield (Pneumococcus Meningitis), J. A. M. A., May 10, 
1919, finds it the rarest exception for cases of pneumonia with men- 
ingeal irritation not to present positive findings on lumbar puncture, 
and reiterates what has been found true in meningococcus menin- 
gitis (Herrick) that clear normal fluid may be found or obtained 
by lumbar puncture, though there is “purulent inflammation of the 
meninges located at higher levels.” 

Immediately following the withdrawal of the spinal fluid the 
patient ceased to breathe, although the pulse continued good. 

Artificial respiration was resorted to and by means of the pul- 
motor was kept up for nearly three hours, the pulse remaining good 
all the time. 

Preparations had already been made for exploring the brain and 
incision of the right temporo-sphenoidal lobe evacuated about thirty 
c.c. of very foul thick greenish pus mixed with cerebro-spinal fluid. 

As the patient’s heart had now ceased to beat, the incision was 
enlarged and digital exploration revealed the fact that the abscess 
had ruptured into the right lateral ventricle. The abscess was not 
encapsulated, but evidently not of very recent origin. 

No stalk or direct communication with the middle-ear cavity 
could be made out. 

An autopsy was not permitted, but through the enlarged opening 
a fairly satisfactory examination of the abscess cavity could be 
made. 

COM MENT. 

This case is of interest chiefly from the standpoint of diagnosis. 
None of the classical symptoms of brain abscess were present, 
although the rather persistent headache should have aroused sus- 
picion of deep-seated trouble. 

A very interesting symposium on brain abscess was held by the 
Otological Section of the American Medical Association in 1912 
at Atlantic City. 

In the discussion Dr. Eagleton mentioned two symptoms which 
were present in this case, viz: slight facial paralysis of the same 
side, and the so-called dreamy state. 
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The patient evidently had also some sensory disturbance, for he 
was constantly attempting to brush away from his face some 
fancied source of irritation. 

He stated that he frequently felt as though he were in a dream, 
but on one or two occasions this symptom disappeared upon the 
administration of a dose of calomel, so it may have been of intes- 
tinal origin. 

Considerable trouble was experienced because of the free bleed- 
ing which occurred every time the mastoid dressing was changed. 

As is well known, the administration of brain substance tends to 
check hemorrhage; it therefore seems reasonable to assume that 
destruction of brain-tissue might diminish the coagulability of the 
blood. This is a very complex problem, but one well worth inves- 
tigating. 

One of the chief reasons for reporting this case is to emphasize 
the danger of doing a lumbar puncture before evacuating the brain 
abscess, although up to the time when the puncture was made no 
very definite symptom of abscess had appeared. 

The case also illustrates the danger of allowing an aural polypus 
to reach the obstructive stage. I strongly suspect that the patient 
avoided having treatment, hoping thereby to increase his chance of 
escaping the draft, but he evidently jumped from the frying pan 
into the fire. 

This case would have been ideal for operation by the method of 
Ballance, which is to do the decompression with exposure of the 
dura on one day, followed by incision of the brain twenty-four to 
forty-eight hours later. This method has the advantage of inducing 
adhesions to form between the dura and pia-arachnoid, thus pre- 
venting the extension of a localized meningitis, and also favors 
gravitation of the pus towards the surface of the brain. 

Furthermore the liability of intra-ventricular rupture would have 
been lessened by doing the decompression in this case and the 
patient’s general condition was so good that no harm would have 
resulted from the delay. 

In this connection I should like to present an appliance which 
should favor the formation of adhesions between the dura and the 
pia-arachnoid. 

It is a piece of thin aluminum wire, No. 12 gauge, bent in a rec- 
tangular form and is introduced through the dural incision. At 
the end of twenty-four hours it is removed and the abscess is then 
incised. 

423 Convent Avenue. 






















THE CHANCES OF CURE OF MASTOIDITIS BY TENTA- 
TIVE TONSILLO-ADENECTOMY.* 


Dr. Orto Giocau, New York. 


The development of the so-called specialties in medicine is marked 
by marvelous achievements in operative procedures. In oto-rhinol- 
ogy, one of the younger recognized branches of the Aeculapian art, 
the old-fashioned, conservative methods yielded rather late to modern 
surgical skill. Soon after the knowledge of the anatomy, physiology 
and pathology of the organs of hearing and breathing was mastered, 
structures which formerly were considered a noli me tangere were 
exposed by means of the knife and the chisel. 

The development of the operative technique, together with the 
improvement of the instrumentarium, helped to swing the pendulum 
towards that radicalism which first led towards “the slaughter of the 
turbinates, then towards a massacre of the tonsil.” Untold damage 
has been done by the reckless sacrifice of physiologically vital tissues. 
A world-wide protest from the more conservative elements arose, 
and gradually a strict indication was worked out for the removal of 
the important structures of the nose and throat. More conservative 
methods were again given a fair trial. 

In mastoiditis, where there is pus present in a cavity adjoining the 
dura and the sinus, radicalism and even hyper-radicalism seemed to 
be more indicated or at least more excusable than in those tissues, 
where we have to deal with mere hypertrophy or degeneration. 
Mastoiditis is almost exclusively a consequence of middle-ear sup- 
puration, being transmitted either by contiguity, through the aditus 
ad antrum and the antrum itself or by means of the circulation. The 
middle ear and the mastoid, with the intervening antrum, are covered 
by the same mucous lining which in turn is only a continuation of 
the mucous lining of the Eustachian tube and the adjoining naso- 
pharynx. It is therefore only logical that the more conservatively 
inclined otologists, by attacking the underlying condition of the 
middle ear, tried to avoid, if possible, the opening and curetting of 
the mastoid bone, which, after all, is a major operation, and endan- 
gers as such, to a certain degree, the life of the patient. In order to 
cure the suppurative process of the middle ear, its important cause, 
the affection of the naso-pharynx, had to be dealt with simultane- 
ously. It is a well-known fact that, disregarding the exanthema, 


*Read before the Section on Otology, New York Academy of Medicine, 
May 9, 1919. 
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coryza, naso-pharyngeal catarrh and such accidental causes as nasal 
irrigation and Vasalva’s test, hypertrophied, diseased adenoids and, 
to a large degree also, enlarged and degenerated tonsils, play the 
most important role in the etiology of middle ear suppuration, and 
consequently also of mastoiditis. 

Pollitzer,! in his classical text-book, was the first one to state that 
hyperplasia of the pharyngeal tonsil and the surrounding lymph 
tissues is the most frequent cause of obstruction of the Eustachian 
tube and is frequently combined with marked tubal swelling and sero- 
mucous or purulent middle-ear affection, which cannot be healed 
before the adenoids are thoroughly removed. The lips of the tubal 
opening are normally closed and open only during the act of swallow- 
ing, when the levator and tensor muscles of the soft palate simul- 
taneously open the tube and admit the amount of air necessary to 
counter-balance within the middle ear the outside atmospheric pres- 
sure working against the drum. Enlarged adenoids and tonsils inter- 
ferée with the movements of these muscles and prevent the aeration of 
the middle ear with a consequent thinning and gradual absorption of 
the air within the tympanum. A transudation of serum (hydrops 
ex vacuo) from the strongly filled vessels takes place, into which 
the bacteria from the usually highly inflamed adenoids are trans- 
mitted, and thus gradually suppuration is brought about. This is 
facilitated by the fact which was first demonstrated by Bezold,? that 
due to the opposition of the tubal walls, the defensive and protective 
ciliated epithelium becomes destroyed and thereby the invasion of 
bacteria is made easier. 

A short survey of the literature will prove that adenoids and ton- 
sils have been recognized as etiologic factors in acute and especially 
in chronic middle ear suppuration and that their removal has been 
strongly advocated partially as a prophylactic against the acute form 
and also as a cure in the chronic one. 

According to Dench,* adenoids are responsible for more than half 
of the pathological conditions of the middle ear. They affect the ear 
by closure of the tubal orifice with consequent rarification of air, and 
by obstruction to the venous return of the blood current from the 
tympanum and labyrinth. 

3osworth* claims that the proportion of adenoid cases that escape 
ear trouble is very small. According to Ballenger,® adenoids when 
not removed produce ear trouble in 66 per cent of the cases. Barn- 
hill and Wales® claim that the most harmful influence exerted upon 
the ear by hypertrophy of the faucial tonsils, comes no doubt from 
the fact that the greatly enlarged glands seriously interfere with the 
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normal contraction of the faucial muscles in swallowing, and hence 
form a hindrance to the normal method of opening the Eustachian 
tube and to the ventilation of the middle ear. The presence of 
diseased tonsils also sets up a chronic pharyngitis, coincident 
with increased and vitiated secretion of the glands of the pharynx 
and naso-pharynx, and thus is productive of middle ear diseases. 
Pathogenic bacteria are now known to play an important part in the 
production of aural affections and it is to some extent because ade- 
noids and other growths of the naso-pharynx form an ideal culture 
field for these germs that the presence of such growths become most 
harmful. The retention of the thick, ropy, mucous, almost purely 
albumenoid secretion at a proper temperature is attractive to several 
varieties of bacteria which are found here in great numbers and 
which are apparently ready at all times to invade the middle ear, 
whenever certain conditions of congestion and other weakened states 
of the mucous membrane occur in that cavity. Nasal and naso- 
pharyngeal obstruction due to adenoids or other growths constitute 
the most frequent and most harmful factors in the causation of aural 
diseases. 

According to Phillips,’ all children who have recurrent attacks of 
middle ear suppuration are suffering from adenoids. Of 307 cases 
of adenoids examined by McBride and Turner (quoted by Phillips), 
255 had middle ear lesion ; of these 144 were purulent, and 111 were 
more or less deaf from catarrhal otitis media. Woodward* reminds 
us not to forget the importance of diseases of the nose and throat as 
predisposing causes of suppurative affections of the ear. In patients 
under 15 years of age, adenoids are present in almost every case of 
suppuration of the ear. The greater the adenoids, the more likely 
they are to cause trouble. 

Herzig’ considers tonsils and adenoids as the most important fac- 
tor in middle ear suppuration and advises their removal. The same 
advice is also given by Braun,’® who believes that tonsils and ade- 
noids prolong the suppuration. Thompson™ says that abscesses or 
“gatherings” in the ear in childhood are in a large majority of 
cases caused by adenoids. Hays’ states that the association of 
tonsils and adenoids with acute or chronic affection of the ear in 
children has long been recognized. Not only is an acute infection 
the result of an inflammatory condition of these parts, but in the 
majority of cases, it is almost impossible to cure a chronic dis- 
charge of the ear until the diseased parts are eradicated. 

Reik™ states that nasal irregularities, adenoid vegetation and dis- 
eased tonsils demand the most careful consideration and proper 
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treatment. It might almost be said, that no abnormality in these 
regions is too small to deserve attention, in cases where middle ear 
discharge has begun or is threatening. 

The tonsil as an etiologic factor in middle ear affection is very 
ably described by Blackwell’*. He states: “An important point to 
be remembered is that the crypts and follicles of the tonsils not only 
open on the surface of its superficial portion, but into the supra- 
tonsillar fossa as well. ‘These two structures, the velar lobe and its 
associated supra-tonsillar fossa, are separated from the pharyngeal 
orifice of the Eustachian tube, by the distance of one-half to 
three-quarters of an inch, and lie directly beneath it in the same 
vertical axis. It is evident, therefore, that any enlargement of the 
lobe or distension of the fossa, would inevitably bring more or less 
pressure to bear directly beneath the orifice of the tube, and it is 
equally obvious that this pressure, however small, would influence 
in some degree the lumen of both the afferent and efferent vessels 
running longitudinally in the walls of the pharynx and supplying 
the region of the tube, thereby inducing structural changes, not only 
in the mucous membrane of its orifice, but in the Eustachian tube 
itself. The pressure of inspissated secretion in the supra-tonsillar 
fossa may, owing to a stenosis of its orifice, be retained, in which 
event it would either undergo calcareous degeneration and form a 
tonsillith, or what is more frequently the case, act as an excellent 
nidus, for the development and cultivation of various bacteria, 
which under favorable circumstances may invade the Eustachian 
tube and middle ear by either direct continuity or indirectly by 
means of the blood vessels and lymphatics, and excite an acute 
inflammatory condition of the tube, middle ear and the mastoid 
cells. The indication is clear, therefore, in any and all cases of 
otitic disturbances which can be attributed to the presence of 
either one or both of the above described structures, to completely 
remove the velar lobe of the-tonsil and thereby at the same time 
obliterate that danger pocket, the supra-tonsillar fossa.’’ 

Let us bear in mind that when the above-mentioned authors advo- 
cated the removal of adenoids or tonsils, or both, it was only as a 
prophylactic against the development of an acute condition or as 
an aid to the cure of a chronic non-febrile middle-ear suppuration. 
Kerrison,** in his text-book, stands out prominently in advising ade- 
nectomy at the time when the paracentesis is performed. He rea- 
sons as follows: “Undoubtedly the most potent predisposing cause 
of tympanic disease is to be found in conditions interfering with 
nasal respiration. The presence in the naso-pharynx of large 
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masses of adenoid tissue with or without great enlargement of the 
faucial tonsils constitutes a constant menace to the ears, which can 
be corrected only by removal of the growth. There are many who 
still regard an acute tympanic lesion as a contra-indication to im- 
mediate removal of the adenoid. I am personally inclined to hold 
the opposite view and to believe that when a pharyngeal growth is 
clearly a causal factor in acute tympanic disease, the removal of the 
growth and the incision of the drum membrane should be done at 
the same time. When a growth in the naso-pharynx acts as a hin- 
drance to tympanic resolution, the acute stage of a tympanic in- 
flammation offers a favorable time for its removal, rather than a 
contra-indication thereto. In support of this view, may be stated 
the following facts: (1) The free abstraction of blood from the 
pharynx, which always occurs during adenectomy, usually relieves 
tubal congestion and hastens tympanic resolution. (2) The opera- 
tion of adenectomy will in a small percentage of cases induce an 
inflammatory reaction within the tympanum. (3) It seems wiser 
to operate during the acute stage of an existing otitis media when 
the ears can be safeguarded by free incision of the drum 
membranes.” 


A step further is taken by Leland, who in his presidential address 
before the American Laryngological Society in 1913, stated that 
“he removes the adenoids, including those in Rosenmuller’s fossae, 
during the acute stage to deplete the tissues, thus often obviating the 
necessity of lancing the drum.” 

Thus far to my knowledge of the literature the removal of ton- 
sils and adenoids has not been mentioned as a possible cure for 
mastoiditis. A number of authors have advised strictest conserv- 
atism in the treatment of mastoiditis. Theobald’ goes entirely too 
far when he states that general treatment, thorough purgation, and 
the internal use of sodium pyro-phosphate will cure every type of 
mastoiditis, even the complicated ones. A more logical point of 
view is taken by Danziger.’ He claims that acute middle ear 
inflammations are almost always secondary to some infectious pro- 
cess of the nose and throat and that we must expect to find a rise 
of temperature typical of the primary disease present. ‘The same 
infection causes the acute inflammation of the middle ear and its 
appendices, and if we wait for the spontaneous decline of the orig- 
inal disease, the edematous condition of the muco-periosteum of the 
mastoid cell will disappear at such time. ‘The retention will be 
relieved and the temperature will drop to normal. 
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E. L. Jones*® claims to cure all acute and chronic middle ear sup- 
purations, including the severe types of mastoiditis, by forcibly 
scrubbing out the rhino-pharynx with a mixture of phenol, tincture 
of iodin and glycerin, to which camphor and menthol have been 
added, of sufficient strength to set up a violent reaction. A 10 per 
cent solution of anilin in cocain and adrenalin is applied on a special 
swab to the drum, thereby opening it and keeping it open “better 
than by an incision.” W. 5S. Bryant’® lays special stress on naso- 
pharyngeal treatment to avoid mastoiditis. He uses applications 
and occasionally resorts to naso-pharyngeal operations. 

It is a well-known fact that children who had their tonsils 
and adenoids thoroughly removed rarely develop a mastoiditis. 
On the other hand, in a large majority of the cases of mastoiditis, 
diseased tonsils and adenoids have been found to be present. It 
is also recognized that a chronic middle ear suppuration may be 
in many instances cured by the removal of adenoids or tonsils or 
both, combining this procedure, if necessary, with local and general 
treatment. It is an accepted theory that a chronically discharging 
ear may be considered a chronic mastoiditis insofar as its surgical 
cure is in most instances attempted by a radical mastoid operation. 
Even if the gross necrotic process should be limited to the middle 
ear, the mastoid in chronically running ears undergoes quite some 
pathological changes, such as eburnization, etc. 

I reasoned: If adenoids and tonsils are really the direct or indi- 
rect cause of chronic middle ear suppuration, why not remove them 
at the acute stage of the middle ear process and thus prevent the 
malady from becoming chronic. Therefore, during the last two 
years, I advised the removal of adenoids alone or together with ton- 
sils, where necessary, whenever the discharge from the ear did not 
stop within three weeks. Whenever permission was given to remove 
the offensive tonsils and adenoids, the discharge would stop very 
soon. Some of the cases, not permitted to have tonsillo-adenectomy 
performed upon, would develop mastoid symptoms, others would 
turn into chronicity, and only a comparatively small number would 
be cured by paracentesis and local treatment alone. An infection 
of the tonsil and adenoid wound, due to the presence of middle ear 
pus, never occurred. 

The next step in my reasoning was: If tonsillo-adenectomy has 
been refused and the acute middle ear suppuration becomes compli- 
cated by mastoid symptoms, why not remove the tonsils and ade- 
noids at the time of the mastoid operation and thus at least assure 
prompt healing of the mastoid wound? I thought, however, that 
this combination of operative procedures done simultaneously on a 
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child weakened by fever and the absorption of pus, might be dan 
gerous. 

It then occurred to me to perform tonsillo-adenectomy as a last 
resort, in order to give children suffering from acute mastoiditis and 
showing hypertrophied and diseased tonsils and adenoids a possible 
chance to escape mastoidectomy. ‘Thus, a simple operation, which 
would have to be performed sooner or later anyhow, might in a 
number of cases avoid a bigger and more dangerous procedure. 

I am a great believer in the restorative power of nature. I also 
believe in the old slogan that “it is the physician’s duty to help 
nature and that nature will do the rest.” Diseased tonsils and ade- 
noids in childhood have to be removed sooner or later anyhow. 
Why not do this with the possible chance of avoiding thereby such 
a major operation as mastoidectomy? Even if the mastoid symp- 
toms should not disappear after the tonsils and adenoids have been 
removed, and mastoidectomy had to be resorted to later on, the pro- 
cess of healing and recovery will be speeded up and the recurrence 
of infection with the necessity of repeated operation will be avoided. 

The child must be, of course, under closest hospital observation, 
in order to be able to have the mastoid operation performed imme- 
diately when any danger symptoms occur. 

Cases of mastoiditis, where meningeal or septic symptoms are 
present and those showing streptococcus capsulatus as the causative 
germ; furthermore those cases of mastoiditis which complicate infec 
tious diseases, especially measles, and those cases where distinct ne- 
crosis of the bone has been demonstrated by the Roentgen picture, 
are excluded from this conservative procedure. In these cases the 
mastoid operation has to be performed immediately. The so-called 
classical mastoid symptoms, such as high fever, severe tenderness 
and pains over the mastoid region, both the tip and antrum, sagging 
of the superior-posterior canal wall and even redness and edema 
over the mastoid region form per se no contra-indication for the 
“tentative” tonsillo-adenectomy. I am referring only to mastoiditis 
in children up to the age of about 8 years. Further investigation 
will reveal whether in adults the removal of nasal obstruction, such 
as deviated septum, or hypertrophied turbinates, especially the pos- 
terior tips of the inferior, or of the hypertrophied tonsils and ade- 
noids will help to abort or cure a number of cases of mastoiditis 
without operative exposure of the mastoid. 

The removal of the hypertrophied adenoids and tonsils is an aid 
to nature to re-establish the drainage of the middle ear in the orig- 
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inally intended way—towards the naso-pharynx. ‘This centripetal 
drainage is characteristic to all nasal accessory cavities. 

The middle ear with its cellular appendix may be well considered 
—mutatis mutantibus—a nasal accessory cavity. Therefore an 
analogy may be drawn between the consequences of mechanical 
obstruction to drainage in sinusitis and mastoiditis. 

If an hypertrophied or inflamed middle turbinate obstructs the 
centripetal drainage of the frontal sinus and causes such acute 
symptoms as severe pain in the frontal region, high fever and even 
edema, we do not immediately perform a Killian operation. After 
having tried in vain to restore normal drainage by application and 
suction, we snare off the obstructing part of the middle turbinate 
and thus re-establish drainage, thereby in most instances bringing 
about a perfect cure. Nobody raises the question whether or not 
we were justified in exposing a wound to the surrounding pus; 
besides, the middle turbinate is a part of the ethmoid labyrinth and 
as such in the immediate neighborhood of the dura and the eye. 
The pus from the frontal sinus is bound to pass by this wound, as 
there is no counter-drainage, such as the perforation of the drum 
in the middle ear affection. By removing tonsils and adenoids, we 
take away the hindrance which prevents the opening of the lips of 
the tube and consequently proper drainage. 

The re-establishment of drainage and the simultaneous removal 
of the infectious focus is a logical procedure, because it represents a 
causative and not a symptomatic treatment. 


Why is it that mastoiditis develops in so many cases where the 
middle ear is apparently well draining through the drum mem- 
brane? If is because the underlying condition which produces and 
reproduces the pus remains unabolished and we simply drain off 
the overflow. The drum membrane, on account of its structure and 
due to the pressure of the air from without and of the fluid from 
within, closes easily up after having been incised. Myringotomy, at 
its best, is but a substitute for the natural drainage through the Eus- 
tachian tube. It is, of course, self-understood, that in every case of 
acute middle ear suppuration, with a bulging drum, the latter must 
be opened. This holds especially good, when mastoid symptoms are 
present. But after this emergency procedure, attention ought to 
be paid immediately to the re-establishment of tubal drainage. 

The reason why the initial inflammation of the mastoid cells, 
which is present in every case of acute middle ear suppuration, pro- 
gresses in so many instances to the destruction of bone tissue and 
encroaches even upon the dura and the sinus, is the fact that “nature 
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is not even given a chance.” The vital forces of nature, #. ¢., the 
resistancy of the patient, are limited. They will overcome a certain 
amount of bacterial invasion, if its'source becomes gradually elim- 
inated. By permitting a continuous reinfection from the hotbeds of 
bacteria within the surrounding lymph tissue, even nature’s great 
curative power will gradually become exhausted. 

Let us first procure a counter-drainage within the drum, whence 
the bulk of secretion may drain off. Then let us remove the dis- 
eased tonsils and adenoids, if they are—by their size and condition 
—apparent causative factors, and thereby eliminate the primary 
source of infection. The accompanying curative effect of depletion 
and the re-establishment of the natural drainage route through the 
tube will soon bring in evidence the accumulative effect of nature’s 
restorative forces. The healing process within the middle ear and 
mastoid—after tonsillo-adenectomy—may be aided by warm anti- 
septic irrigation, suction and the application of heat. General con- 
stitutional treatment is of course also of great importance. I am 
far from asserting that every case of mastoiditis may be saved from 
an operation by removing the offending tonsils and adenoids. But 
I claim, that every child suffering from mastoiditis and showing 
diseased tonsils and adenoids should be at least given the benefit of 
the doubt. I consider this minor operation only a “tentative” one. 
Should a mastoid operation have to be performed later on, on 
account of progressing symptoms, the previous removal of the dis- 
eased lymph tissue will be a great help in the quick healing of the 
mastoid wound and in the prevention of reinfection and possibly 
of secondary operation. 





Real medical science is prophylactic. The ideal thing to do is to 
remove diseased tonsils and adenoids early enough to prevent the 
infection of the middle ear altogether. It is still a well-planned 
prophylactic measure to remove the diseased tonsils and adenoids, 
if not previously done, during any stage of an acute secretory or 
supparative process within the middle ear; thus the development of 
mastoiditis might be prevented in almost any case. If, however, 
the tonsils and adenoids have not been previously removed and the 
pathologic process has been given time and stimulus to encroach 
upon the mastoid, tentative tonsillo-adenectomy at this critical stage 
will still be considered a prophylactic measure, as it may avoid a 
mastoid operation and also prevent further complications. 

In numerous cases the adenoids alone are responsible etiological 
factors. The operative interference is then, of course, relatively 
easy, but even if the tonsils are removed simultaneously, no com- 
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plications arise. The first few days after the operation, the child 
will often complain of reflex ear pains that usually accompany ton- 
sillo-adenectomy. It will then at times be difficult to differentiate 
them from pains really located within the ear and mastoid. But if - 
no other alarming symptoms occur, we may safely watch the 
patient for a few days. These ear pains, especially noticeable in 
swallowing, disappear quickly. It is indeed gratifying to see all the 
mastoid symptoms decrease in severity from day to day. The 
temperature drops first, then the ear stops discharging, the sagging 
of the canal walls and the tenderness over the mastoids gradually 
disappear within a few days and any redness or edema over the 
bone soon after. 

| wish to report the following cases where the removal of ade- 
noids and tonsils in children suffering from mastoiditis, brought 
about a perfect cure, without the necessity of exposing the mastoid: 

Case 1: On February 1, 1919, I was called by Dr. M. Wender to 
see his nephew, St. Gr., 3 years of age, who was suffering from ear 
pains for one day. The drum of the right ear was highly inflamed 
and bulging and there was quite some tenderness over the mastoid 
region. Temperature was 103° F. Paracentesis was performed 
under ethyl chlorid anesthesia. The child had very large and bad 
tonsils and hypertrophied adenoids. He was very pale, undernour- 
ished, restless at night and caught cold easily. I advised to have 
the tonsils and adenoids removed as soon as possible. After the 
paracentesis, the drum discharged very freely and the temperature 
dropped. After five days, the child felt quite well, the ear just dis- 
charging slightly. I advised to have the tonsils and adenoids re- 
moved at this stage, in order to prevent further complication. The 
parents preferred to wait a few more weeks. Against orders, the 
child was taken out on a stormy day and a severe tonsillitis devel- 
oped, one week after the paracentesis. Under proper treatment, 
the inflammation of the tonsils subsided, and the parents were 
again advised to have the child’s tonsils and adenoids removed, but 
refused again to do so. On February 27, sudden inflammation 
of the left ear déveloped and the drum had to be opened. Simul- 
taneously a reinfection of the right ear took place and both ears- 
started to discharge very freely. The temperature ranged from 
101 to 103°. The right ear had been discharging three weeks, when 
I again advised to have the tonsils and adenoids removed, because 
I was afraid mastoiditis would set in. ‘The parents, however, 
decided to wait until the child would feel stronger. On March 12, 
distinct symptoms of mastoiditis developed in the right ear. The 
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temperature was 102°, the entire mastoid bone, especially the tip 
and antrum region, became very sensitive to pressure. The upper, 
and posterior canal wall was sagging to a marked degree. The ear 
was discharging very freely. A well-known otologist, in consulta- 
tion, agreed in the diagnosis of mastoiditis and advised immediate 
operation. Dr. Dench, who was then called into consultation, also 
agreed as to the diagnosis and advised operation within a short time. 
I then proposed to have the tonsils and adenoids removed even at 
this critical stage, and Dr. Dench coincided with my opinion to give 
the child this chance of escaping a mastoid operation. On March 14, 
at a sanitarium, I removed the tonsils and adenoids under general 
anesthesia. The left ear stopped discharging the day following the 
operation. Three days afterwards, the temperature dropped to 
normal, within five days the mastoid symptoms started to dis- 
appear. First the pressure sensitiveness gradually diminished over 
the bone, then the sagging of the canal wall became less evident 
from day to day, until nine days after the operation, the canal 
became entirely normal in appearance and the ears stopped dis- 
charging. Since that time the child has gained ten pounds, eats 
and sleeps well, and has no more trouble with the ears. 

Case 2: On February 20, I was called by Dr. Wittenberg to see 
his 2-year-old boy, whose both ears were discharging and who had 
a temperature of 102°. One year previous to this, I had opened 
both drums on account of a middle ear suppuration. Conservative 
treatment, with special reference to suction, was resorted to, and the 
condition apparently cleared up within two weeks. However, one 
week afterwards both ears started again to discharge very freely 
and the temperature rose to 103°. The mastoid became very 
sensitive to pressure, especially on the tip and antrum region, and 
the canal walls began to sag. I proposed the removal of the ade- 
noids. Dr. Wittenberg first doubted the advisability of the proced- 
ure, as the child slept apparently with the mouth closed. After 
pointing out to him, that the adenoid masses in this case were hang- 
‘ng over the tubal opening and thus reinfecting the middle ear, with- 
out much interference with breathing, he agreed to have them 
removed. A mass of adenoid tissue of the size of a walnut was 
removed by means of the La Force instrument. Within two days, 
the temperature dropped to normal. Four days afterward, the mas- 
toid symptoms started to disappear; within one week, both ears 


stopped discharging, and the child remained perfectly well after 
that. 
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Case 3: On March 24, 1919, Dr. C. T. Kornreich referred to 
me his little niece, J K. She was 3% years of age and had a run- 
ning ear for three weeks, when a paracentesis had been performed. 
The right mastoid was very sensitive to pain, especially at the tip 
and antrum region. Sagging of the posterior, upper canal wall was 
present. The temperature was 105°. There were large and degen- 
erated tonsils and hypertrophied adenoids present. Tonsillo-ade- 
nectomy was advised and performed. The next day, the ears 
stopped discharging and the mastoid symptoms disappeared within 
five days, when the temperature became normal, too. The child 
remained perfectly well since that time. 

Case 4: E. R., 2 years of age, was referred to me on March 18, 
1919, by Dr. F. Neumann. For one day, she had suffered from 
pains in both ears, with a temperature of 101°. Both drums were 
found to be bulging and inflamed. A double paracentesis was per- 
formed. Both ears started to discharge freely. The child had very 
large and bad tonsils and hypertrophied adenoids. The tempera- 
ture remained around 102°. Both mastoids became sensitive to 
pressure and the canal wall started to sag. On March 25, the tonsils 
and adenoids were removed. Two days afterwards, the left ear 
stopped discharging. Two days later, the right one stopped dis- 
charging. Simultaneously with the cessation of discharge, the tem- 
perature dropped and the mastoid symptoms gradually disappeared 
within four days. The child has been perfectly well since. 

Case 5: Th. F., a boy, 6 years old, was seen by me on March 31, 
1919. Asa baby, he had had scarlet fever, and since that time the 
left ear had been discharging. This discharge stopped, however, 
three weeks before I saw the child, and started three days before my 
visit. The child had 105° temperature, complained of severe pains 
and was very restless. According to the mother, “three years ago 
the tonsils were clipped and the adenoids scraped.” There was a 
free discharge of pus from the left ear. The drum showed a large 
perforation, with marked inflammation of its upper part. The 
mastoid was extremely tender to touch. The canal wall was sag- 
ging very much. Tonsils and adenoids proved to be very large and 
diseased, notwithstanding the previous operation. The pus showed 
streptococci and staphylococci. The mastoid symptoms grew worse 
from day to day. I removed the tonsils and adenoids on April 15. 

The discharge remained copious for five days and the ear became 
dry after ten days. The mastoid symptoms decreased graduaily and 
had disappeared within twelve days from the operation. The ear 
was perfectly normal thereafter. Here we had to deal with an 
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acute exacerbation of a chronic otitis media process, and still the 
tentative tonsillo-adenectomy proved successful. 

Case 6: On March 22, 1919, N. W., a girl, 6 years old, was 
brought to my office. She complained of severe ear pains for four 
days. During this period the child had high fever. When 2 years of 
age she had suffered from measles and as the result of that, the left 
ear had discharged at intervals. The child suffers from frequent 
colds, sleeps with an open mouth and snores. The right drum was 
found to be bulging and inflamed, the left drum was destroyed and 
from beneath, there escaped fetid discharge. Both mastoid bones 
were very sensitive to pressure, especially at the tip. A large 
mass Of adenoids was found to be present. Paracentesis was 
performed on the right ear, whereafter free drainage took place. 
The temperature remained high and the sensitiveness of the mastoid 
increased. Three days after the paracentesis, sagging of the canal 
wall of the right ear set in. The nose during this time was entirely 
stopped up. On March 28, I removed the adenoids, which proved 
to be of large size, with immense lateral lobes. The. following day 
the discharge in the right ear stopped permanently. The mastoid 
symptoms in the right ear cleared up within three days. The left 
ear, the one with the chronic middle ear suppuration, kept on dis- 
charging for ten more days, while the mastoid symptoms on this 
side disappeared gradually during the two weeks following the 
adenectomy. The child has been perfectly well since that time. 

Case 7: A. O., a 4-year-old girl, was brought to my office on 
April 21, 1910, suffering from severe pains in the left ear. About 
a week before, she had caught a cold, and had been coughing since. 
The nose was stopped up. The left drum membrane was bulging 
and inflamed. The entire mastoid bone was very tender and the 
skin slightly red. Immense tonsils and adenoids were present. 
Paracentesis was performed and free drainage established. Dur- 
ing the next few days, the mastoid symptoms increased in severity 
and a slight edema appeared. As a last chance previous to an 
almost certain mastoidectomy, the tonsils and adenoids were re- 
moved on April 30. The improvement in the condition of the child 
was marvelous. The fever dropped immediately. The discharge 
became scarce and disappeared within five days. After three more 
days, the redness and edema of the mastoid bone, together with the 
tenderness, had entirely disappeared. The child at the present time 
is perfectly normal. 

Case 8: B. O., a 14-months-old baby, was brought to my office, 
on March 12, 1919, with both ears discharging. Two months pre- 
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vious the child had a croupy cough with a severe cold, combined 
with high fever. Since that time, the child slept restlessly and with 
an open mouth. Two weeks ago the right ear started to discharge. 
Three days later the left ear became inflamed. Both ears were 
incised at a dispensary. I found both drums freely draining. The 
right mastoid was very sensitive to touch and the canal was sagging. 
The left mastoid was tender to pressure at the antrum region. 
Temperature was 104°. The child, notwithstanding its tender age, 
showed very large tonsils and adenoids. During the following 
days, the mastoid symptoms increased in severity and the fever 
ranged between 104 and 105°. The child was restless day and night 
and apparently suffering very much. On March 25, tonsils and 
adenoids were removed. Two days afterwards, the mastoid symp- 
toms on the left ear disappeared and after four more days, the right 
mastid was normal. The discharge on both ears kept up until 
April 6, becoming thinner and scarcer from day to day. On April 8, 
the child was dismissed, totally cured and has been well up to the 
present time. 


Case 9: B. M., 16 months of age, was referred to me by Dr. 
Zlinkoff on April 19, 1919. For two weeks previously, the child 
was suffering from high fever, ranging from 104 to 105°. It had 
always had large tonsils and adenoids and recently the left cervical 
glands became swollen. Both drums were bulging and inflamed 
and both mastoids sensitive to pressure. Paracentesis was per- 
formed and free drainage took place. The temperature remained 
high, the canal walls began to sag and an edema appeared over the 
left mastoid. On April 24, the tonsils and adenoids were removed. 
The next day, the right ear stopped discharging. The temperature 
kept up for six more days. The left ear gradually diminished its 
discharge and the mastoid symptoms decreased. On May 5, the 
child was dismissed as perfectly cured. Three weeks before the 
tonsil-adenoid operation, it had not taken any food regularly and 
did not sleep regularly. It now sleeps perfectly well and takes 
nourishment normally. Both ears are in excellent condition. 

Case 10: B. D., 2 years old, was referred to me by Dr. P. Bischer, 
on April 8, 1919. The child had severe pains in the left ear and 
showed 101° F. temperature. The drum was found inflamed and 
bulging and paracentesis was performed. ‘The pus contained 
staphylococci. The child had very large and diseased tonsils and 
adenoids and their removal was advised. ‘The mother, however, 
decided to have the child first cured from the ear affection. The 
ear was discharging freely, but the temperature kept up around 
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101° and the ear was still painful. In addition to local treatment, 
the child received injections of staphylococcus mixed vaccine. On 
May 6 there appeared a marked swelling behind the left ear, which 
was not fluctuating and very red. The upper posterior canal 
wall, during the last two days had become sagging, the tempera- 
ture rose to 102° F., and the ear was very painful. The drum 
was discharging freely. With all the symptoms of apparent mas- 
toid involvement pronounced, the mother was advised to have the 
child’s tonsils and adenoids removed, permission being, however, 
obtained to make a small incision into the swelling behind the ear. 
The following day, the child was operated upon by myself at Beth 
David Hospital. Dr. S. Knopf assisted. He expressed the opinion 
that the mastoid symptoms (fever, pains, sagging of the canal wall, 
swelling behind the ear) were so pronounced, that he would not 
hesitate to perform mastoidectomy immediately. A small incision 
into the swelling was made, in order to see whether or not there 
was pus within it. It proved to be an edematous swelling, no pus 
having as yet broken through the cortex. A small drain was 
inserted and a bandage applied. The tonsils and adenoids were 
then removed, both being very large indeed. The temperature 
dropped immediately and the pains in the ear were only complained 
of for one more day. The drain within the former swelling was 
removed after three days. After two more days, the sagging of the 
canal walls had disappeared. The child was dismissed as cured, 
five days after the operation. Two days after having been dis- 
missed from the hospital, the child was brought to my office. The 
mother was more than delighted to state that the ear did not dis- 
charge at all, that the child was playful and felt perfectly well. 
Upon local inspection, the ear was found to be perfectly normal, 
only a slight redness of a part of the drum pointing to its former 
inflammation ; this, however, disappeared within a few days. 

[ took particular care in keeping track of this child and was 
therein aided by Dr. Bisher, who at first was rather skeptical. Every 
two weeks we were informed that the child was in perfect condition 
and at the time of the publication of this article, about ten months 
after removal of the tonsils and adenoids, the child is still perfectly 
healthy. In this case where all classical symptoms of mastoiditis 
were present, the child was saved from mastoidectomy by the much 
minor procedure of removing tonsils and adenoids. The incision of 
the swelling behind the ear was an explorative one and only very 
small. There was of course no guarantee given, that mastoidectomy 
might not have to be resorted to. For this reason the child was 
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kept under close hospital observation. But the child was first given 
a chance to have a big operation avoided by resorting to the removal 
of offensive tonsils and adenoids, which would have to be removed 
sooner or later anyhow. 

The following conclusion may be drawn from the above consid- 
erations and case reports: 

Hypertrophied and diseased adenoids and tonsils form a con- 
stant source of infection and reinfection for the middle ear. They 
interfere with the aeration of the tympanum, and due to the conse- 
quent negative pressure, cause secretion within it. The swelling 
of the Eustachian tube prevents normal centripetal drainage of 
the middle ear into the naso-pharynx. From the adenoids, the path- 
ogenic bacteria invade the abnormally changed middle ear cavity 
and produce within the pathological secretion a suppurative pro- 
cess, that gradually may encroach upon the mastoid bone. The 
removal of diseased adenoids and tonsils should be urged during the 
acute suppurative stage of the middle ear, the earlier the better, 
and should by all means be performed if the discharge lasts longer 
than three weeks. For then the danger of mastoiditis or chronicity 
arises. In every case of middle ear suppuration, whether or not 
complicated by mastoid symptoms, free drainage through the 
drum should be achieved by means of paracentesis. The appear- 
ance of the classical mastoid symptoms (pain, fever, sagging of the 
canal wall, redness or swelling on the mastoid bone) are nature’s 
last danger signals for the removal of the offending adenoids and 
tonsils. By the exclusion of the source of infection and ‘constant 
reinfection, and by the restoration of tubal drainage and normal 
aeration, together with the depletion of the naso-pharynx, the 
restorative forces of nature are helped to gradually overcome the 
infection of both the mastoid and the middle ear. Following the 
tonsil and adenoid operation, pain, fever and tenderness gradually 
decrease. The discharge soon stops and even such symptoms as 
sagging of the upper posterior canal wall and redness and edema 
over the mastoid region, that formerly were considered an indica- 
tion for immediate mastoidectomy, will disappear within a short 
time. As shown in some of the cases, the removal of tonsils and 
adenoids is also a curative factor in the acute mastoid exacerbation 
of chronic conditions. 

It is obvious that cases of complicated mastoiditis which show 
signs of involvement of the labyrinth, the dura mater and the sinus 
transversus and those with streptococcus capsulatus, furthermore 
those complicating infectious diseases, especially measles, and where 
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distinct necrosis of the bone has been demonstrated by the Roent- 
gen picture, are excluded from tentative tonsillo-adenectomy. In 
these severe types, the mastoid should be immediately operated 
upon.’ In all other cases of mastoiditis in children up to the age of 8 
the offensive lymph tissue should be extirpated, even at the critical 
stage of the disease. 

It is not claimed that every case of even mild mastoiditis will be 
cured by tentative tonsillo-adenectomy. The suggestion is only 
made to give the patient a possible chance, to have a major opera- 
tion substituted by a minor interference. The removal of the dis- 
eased tonsils and adenoids mav fail to cure the mastoid condition 
and the symptoms may progress so as to necessitate the exposure 
and curetting of the mastoid. This can be readily done at the indi- 
cated moment, as the patient is kept under strict hospital observa- 
tion. The previous removal of the offensive lymph tissue will then 
be a great help towards the quick healing of the mastoid wound, 
towards the prevention of reinfection and possible secondary opera- 
tion and will bring about a speedier recovery of the patient. 

The tentative tonsillo-adenectomy for the possible chance of a 
cure of mastoiditis is submitted to the medical profession for a fair 
trial, to benefit suffering humanity and to increase our knowledge 
of nature’s wonderful restorative forces. 
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PERFORATING GUNSHOT WOUND OF THE FACE 
WITH EXTENSIVE DESTRUCTION OF THE 
SUPERIOR MAXILLAE. 


Dr. J. N. Roy, Montreal, Canada. 


In publishing the following observation, I desire, in the first place, 
to give testimony of the very appreciable services which the den- 
tists rendered to the surgeons throughout the whole period of the 
recent war, in relation to those operations necessitated by wounds 
of the jaws. As I have already shown in two previous papers,* the 
experience which has been gained, during the last five years, has 
proved that in restoring any injury located on the lower part of the 
face, the co-operation of our confréres engaged in the profession 
of dentistry, was almost indispensable. Left to his own resources, 
the surgeon would often find it impossible to give to the patient the 
most judicious treatment. If he attempted to do everything alone, 
the esthetic or functional results, in most cases, might leave much 
to be desired. The case of the wounded soldier, who is the subject 
of this paper, is a convincing illustration of this fact, as I will pro- 
ceed to demonstrate now. 

Case report: Captain E. C.,** 26 years of age, belonging to an 
infantry regiment, was brought under my care, at the Canadian 
Hospital at St. Cloud, on April 26, 1916. He was suffering from 
a large wound of the face, having, on the 16th of April, at Verdun, 
been struck by a bullet which had apparently been reversed in its 
cartridge casing, and was fired from a distance of about twenty 
metres. The manner in which the officer’s face was shattered, and 
the fact that bullets reversed in their cartridge casings were found 
in trenches subsequently captured from the enemy, led me to believe 
this conjecture was most probably a true one. The projectile entered 
the man’s left cheek, inflicting a vertical wound, half-open, abour 
five centimetres long, and having the malar bone at the upper ex- 
tremity. After having almost wholly destroyed the superior max- 
illae, the bullet passed out on the right side, at junction of nose and 
cheek, causing considerable disfigurement. The maxillary sinuses, 
the turbinated bones, and the nasal septum, were demolished, leav- 
ing nothing but a great single cavity. The bones of the nose were 


~*J. N. Roy. Quelques cas de labijoplastie. L’Union Médicale du Canada, 
Avril, 1919. Le traitement chirurgical des fractures du maxillaire inférieur. 
L’Union Médicale du Canada, Juillet, 1919. 

**This officer, while under treatment, was shown to the Inter-Allied 
Dentists Congress, held at Paris in November, 1916. 
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fractured, and this organ having no longer any support, had already 
begun to sink in, being drawn towards the right side. Two-thirds 
of the left side of the roof of the palate had been destroyed. The 
three molars, attached to the only remaining portion of this max- 
illa, were still wedged on the right side, and this bone, broken away 
from its surroundings, was dragging on the tongue. The upper lip, 
which was split near the middle, had no nasal contact on the right, 
but hung on the lower lip, at the point where the two lips join. Up 
above, the region of the lacrymal sac was likewise injured, and the 
patient complained of diplopia. Apart from this trouble, the vision 
of each eye was excellent, and the floor of the right orbit was intact. 

















Figure 1. 


The condition of the lower maxilla was normal. 

The ears, fortunately, did not suffer from any of the effects pro- 
duced by the trauma. 

The wound suppurated freely, and the patient, very weakened, 
had a little temperature. 

I proceeded to sterilize this wound, as quickly as possible, by 
removing the loose splinters, by irrigations and buccal pulveriza- 
tions frequently repeated, and with dressings renewed twice a day. 
Tonics and a generous diet aided the local treatment so well that I 
decided to proceed to surgical treatment, at the beginning of May. 
(See photograph No. 1, taken on the 8th of May.) 
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The first operation took place on May 10. After administering 
anesthetics and completing the preparations ordinary to all opera- 
tions,.I scraped as thoroughly as possible, with the curette, the 
wound on the left cheek. I then sutured the skin after having 
carefully loosened and freshened the edges. The drainage being 
good through the mouth, union by first intention resulted. In order 
to gather up and hold together the fragment of the maxilla, which 
was hanging on the tongue together with the three teeth, I had, 
before commencing the operation, ordered a metallic crown which 
fitted to the head, and rested solidly on the superciliary ridges. 

















Figure 2. 

After all the splinters of bone had been scraped away and re- 
moved from the cavity, between the mouth and the right side of the 
face, a Reverdin needle, passed through the wound, at the gingivo- 
labial junction, was armed with a brass wire, the inner of which 
encircled the fragment of the maxilla. In order to avoid cutting the 
surrounding tissues, I passed this wire, after gently twisting it, into 
an india-rubber tube. I then drew it up, and after putting what 
remained of the superior maxilla into its position, I attached the 
brass wire to a hook which formed part of the frontal metallic 
crown. ‘The three teeth coaptated well with the corresponding 
molars of the inferior maxilla, and as a result, and by means of 
appropriate dressings, I was able to control the retracting cicatrice, 
and obtain perfect and definite dental contact. Then I sutured the 
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upper lip, the ala of the nose and the region of the lacrymal sac. 
There still remained a large opening at the side of the nose through 
where I could make aseptic irrigations, dressings, and watch the 
healing of the tissues. 

Post-operative recovery was quite normal, and on May 22nd, I 
removed the brass wire, the fragment of the superior right maxilla 
having by that time become adherent to the surrounding tissues. 
However, that fragment, consolidated by portions of osseous lamel- 
lae, presents such an elasticity that probably it will be impossible, 
in the future, to apply a prosthetic apparatus thereto. 

















Figure 3. 

The wound on the right gradually contracted, and the suppura- 
tion diminished from day to day. 

The patient having previously suffered from influenza, he devel- 
oped an otitis on the left side, on June 19, This otitis, very acute, 
necessitated a paracentesis, and was complicated by mastoiditis. 
By the application of ice, and proper dressings, the officer’s condi- 
tion improved, and there was a complete cure by July 28. 

Gradually the nose, no longer having any supports, sank in and 
deviated to the right, being drawn into the interior by the cicatricial 
tissue. (See photographs Nos. 2 and 3 taken on September 20.) 

Diplopia had now entirely disappeared. 

Suppuration ceased, healing of the wound followed its ordinary 
course, and in September; the fragment of the superior maxilla had 
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consolidated in the manner previously described. The opening, at 
the side of the nose, had now diminished to a narrow fissure. 

In order to place the nose in its normal position, and maintain it 
there after the operation, I asked Dr. Geo. Villain, professor at the 
Dental School of Paris, who was attached to my department in the 
quality of chief of the technical service, to make a prosthetic appa- 
ratus which would be capable of taking the place of the superior 
maxillae, and the nasal septum, that is to say, an anatomical support 
for the nose. Thanks to his great skill and ingenuity, Dr. Villain 
succeeded in constructing an ideal instrument, of which he has 
been good enough to furnish me the following description: 




















Figure 4. 


“Seeing on the one hand, the almost total loss of the superior 
maxillae, and on the other hand, the slight resistance of the frag- 
ment which remained consolidated on osseous lamellae, it was not 
possible to find, on these maxillae, any point of solid support for 
the construction of a skeleton apparatus. Neither would the in- 
ferior maxilla serve as a point of support, on account of the great 
mobility of that bone. It was, therefore, necessary to choose a more 
stable place to obtain the desired purpose. The direction, inner and 
outward, of the cicatricial forces, which were very powerful, would 
not permit the utilization of an apparatus which would take the 
skull as the sole point of support against these forces. 

“Inspired by the method, extolled by Kazanjian, I constructed a 
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frontal plate in vulcanite, moulded on the forehead, and grasping 
as firmly as possible, on the superciliary ridges. A vulcanite splint, 
attached to the lower teeth, was connected to the frontal plate with 
sliding lateral tubes. Thus given absolute rigidity, the apparatus 
was a marvelous anchorage, and one which would support con- 
siderabie force. The inferior maxilla, having a slight mobility, 
could move up and down within a radius of several millimetres in 
the splint. Moreover, to guard the patient against fatigue, the slid- 
ing lateral tubes allowed one at will to increase or decrease the 
fronto-maxillary distance; two small screws fixed the apparatus at 











Figure 5. 


the height desired. To push over the nose, and maintain it in its 
proper position, after liberating the cicatrices, | utilized two metal 
rods, which were each bent at a right angle from its extremity. 
One extremity was folded in the shape of a U, and thrust into a 
small vertical tube which was soldered to the sliding lateral tube, 
and the other extremity, covered with gutta-percha, was destined to 
penetrate the nostril, in order to keep the nose in its normal 
position. 

“Thus disposed of, the rods were capable of being drawn by 
sliding them vertically up and down. This gave the surgeon proper 
facility for the antiseptic treatment of the mouth and nose. In addi- 
tion, it gave play to a certain elasticity which prevented erosions of 
the mucous membranes of the nose. 
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“On the lower splint, two horizontal tubes were provided to 
receive a labial skeleton plate of tin, to be used when the time would 
arrive to proceed to the labioplasty. Thanks to a special provision, 
this plate will serve not only to support the lip, but also to dilate it.” 

The apparatus completed, I proceeded to the second operation, 
which took place on September 23. 

Chloroform having been administered to the patient, I made an 
incision through the whole cicatricial tissue, from the root of the 
nose to the lip inclusively. The nose having been completely sep- 

















Figure 6. 

arated, as far as the point between the eyebrows, it was easily drawn 
out. Although the bones were fractured, they still adhered to the 
nasal pyramid, and were carefully preserved for the later purpose 
of serving as a solid point of prosthetic support. The apparatus 
was then placed in the mouth and on the forehead, and two metal 
rods, with a covering of gutta-percha at their extremity, were in- 
troduced in the nasal fossae, maintaining the nose in its normal posi- 
tion. I made two sutures at the upper part of the wound. Definite 
restoration of the lip was naturally left for a third operation. (See 
photographs Nos. 4 and 5, taken on September 25.) 

The results of the intervention were excellent. Irrigations and 
antiseptic dressings were made daily, and particular attention was 
paid to nasal nutrition. From time to time, the nose changed color, 
turned from white to red, or became swollen. I corrected this 
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trouble, which was one of circulation, by modifying the prosthetic 
rods which had their point of support in the nasal fossae, and more 
or less compressed the surrounding tissues. 

Towards the end of October, as nutrition of the nose seemed to 
be satisfactory, I decided to repair the upper lip. As, however, the 
metal rods, placed in the nostril, were in my way, I asked for such 
modification of the first apparatus as the exigencies of the operation 
necessitated. My excellent friend, Mr. Bouillant, chief of labor- 
aiories of Military Dispensary No. 45, took charge of this delicate 
work, and replaced the skeleton rods by a nasal supporter intro- 
duced at the part of the roof of the palate which had been destroyed. 
This supporter, destined to assure a sufficient but not compressive 
support, was capable of expanding the tissues, and so prevent cicat- 
ricial retraction. It was mounted on three metal rods, penetrating 
the tubes included in the depth of the lower splint, and it could be 
easily dismounted. The nasal part was formed of a soft elastic 
pad hooked to the apparatus, which rendered its replacement easy. 
The pad was thrown forward by means of a nut manoetivring on 
the central rod, and came into contact with the lower part of the 
bone of the nose, which was now in excellent position. 

The third operation took place on October 31. 

Chloroform was again administered and, aided by my excellent 
comrade and friend, Major Chs. Saint-Pierre, the patient was care- 
fully prepared with a view to autoplasty. I detached entirely the 
bundle of flesh which formed part of the upper lip, and proceeded 
to a minute ablation of the cicatricial tissue. The lip, which had 
been torn to within two centimetres of the commissure, was liber- 
ated, in following the line of the traumatism. The left part was 
then freshened up, and as it was somewhat retracted, I made a hori- 
zontal cutaneous incision, and a slight dissection in a manner to 
augment its depth. The two extremities of the labial mucous mem- 
brane were sutured with silk, after having been given a little out- 
ward tuning. There still remained to be filled up more than one- 
half of the upper lip. In order to accomplish this, I cut a flap from 
the cheek and neck, about eight centimetres long and three centi- 
metres wide, in continuing the first incision near the commissure. 
This flap partially detached, had then its pedicle under the right 
malar bone. It was carefully coapted with the lip from the left side 
and at the labial mucous membrane, which had been previously 
sutured, and put into place. The prosthetic apparatus furnished an 
excellent point of support, and prevented retraction. After having 
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loosened the skin on the chin, neck and cheek, it was easy to com- 
pletely close up the wound caused by taking of the flap. A light 
compressed dressing terminated this operation of labioplasty. 

The outcome of the operation was again satisfactory. On ac- 
count of abundant buccal secretions of a nature likely to cause 
complications, I ordered that irrigations and dressings should be 
made every day. The flap was well nourished, it adhered to the 
surrounding tissues and maintained its physiological color. The 
labial mucous membrane, on the right side, encroached for the 
moment on the skin to which it was sutured. Later, when the cica- 
tricial work will have produced its effect, it will be an easy matter, 
if the thing persists, to correct this asymetry by a simple 
intervention. 

The nose presented no inflammatory reaction, and kept its normal 
appearance as regards its prominence. 

The wound on the cheek and neck healed by first intention, and 
left a cicatrice that can hardly be seen. (See photograph No. 6, 
taken two days after the operation. ) 

Owing to my departure from France for England, I must unfor- 
tunately bring this observation, which is personal to myself, to a 
close, with this last operation. It remained for me, in the future, 
to cut the pedicle and fill up the wound, at the junction of the nose 
and cheek, by means of a flap taken from the right side of the fore- 
head. I would not have been justified in performing that operation 
at the time of the third intervention, in view of the presence of the 
septic secretions, and the necessity to watch the vitality of the flap, 
vitality being always problematic in this kind of surgery. 

The patient was removed to another hospital, and there, he 
underwent, with complete success, the remainder of his operative 
treatment. A definite prosthetic apparatus, taking its point of sup- 
port on the lower dental arches, was made to replace the superior 
maxillae which were destroyed. Furthermore, that prosthetic ap- 
paratus provides a stem for the nose which it maintains in an 
excellent position without the aid of any external facial support. 

The patient has grown a moustache, and the esthetic result 
achieved is as perfect as is reasonable to hope for. Captain C. is 
highly satisfied with the results obtained, and at the end of 1917 he 
was able to rejoin the army, and take up duties on the headquarters- 
staff of an infantry brigade. Judging by his present appearance, 
nobody would be able to realize the vast disfigurement of the face 
presented by this officer, after his glorious wound. 

















A CLAMP TONSILLECTOME. 
Dr. Evan Hystin, Tacoma, Wash. 


A large number of operators are using instruments of the Sluder 
type for the enucleation of the tonsils and many of the instruments 
of this type now on the market are quite satisfactory, except for 
the bleeding, which occurs as soon as the first tonsil is severed. The 
instruments which have been designed to prevent hemorrhage have 
the objection that they prolong the operation and prevent the use 
of the inhallation mask during the period of compression which is 
necessary to insure complete hemostasis. - The object of the “Clamp 
Tonsillectome” is to permit the removal of both tonsils in rapid suc- 
cession with complete hemostasis during and after the operation. 
The fenestrum and crusher are automatically released from the 
instrument when the tonsil is severed and remain as a “clamp” on 
the stump of each tonsil during the period of compression after 
the tonsi!s are severed. The short shanks of the clamp, projecting 
from each corner of the mouth, are no obstruction to the inhalation 
mask if it is necessary to administer a little more ether or gas during 
the period of compression. 

The writer has had an instrument of this design in use for sev- 
eral weeks and finds it entirely satisfactory. Both tonsils are re- 
moved, without hurrying, in less than one minute, and the clamps 
are left in place for five or ten minutes, depending upon the age of 
the patient. 

In using the instrument the usual Sluder technic is followed. 
After placing the fenestrum around the tonsil and pushing it through 
with the index finger, the crusher is moved forward as far as it will 
go by pressure of the thumb against the plunger (50). Then a few 
turns of the wing nut (58) compresses the tissues back of the tonsil 
to the thinness of paper and the crusher is secured in this position 
by a turn of the thumb screw (44). The severing knife is moved 
forward by pressure of the thumb against the button (36) on the 
rear end of its shank and the tonsil is shaved off smooth against the 
under side of the fenestrum. This also releases the “clamp” (fenes- 
trum and crusher). The plunger (50) is now drawn back, being 
released by pressure with the thumb and finger on the forward part 
of the divided nut (52). Another fenestrum and crusher are put 
into place and secured to the frame by drawing the severing knife 
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back. Without changing his position the operator takes the instru- 
ment in his other hand and the other tonsil is removed in the same 
way. 

The first clamp applied prevents all bleeding and does not inter- 
fere with the operation on the other side. A little more anesthetic 
may now be given during the period of compression with the ordi- 
nary inhalation mask. The clamps are easily removed by releasing 
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Figure 1. Clamp tonsillectome, side view. 
FicureE 2. Top view of assembled instrument. 


the thumb screw (44). If adenoids are to be removed it is best to 
do this after the clamps are removed. 

The detachable clamps permit the use of two different sizes of 
fenestra according to the size of the tonsil to be removed, with the 
same instrument. The round fenestrum with guard (18), arching 
over the crusher, prevents injury to the pillars, and the thin, beveled, 
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forward edge of the crusher readily follows the lines of least resist- 
ance, the surface of the capsule of the tonsil. The thin, rounded 
forward edge of the fenestrum makes it easy to imbed the fenes- 
trum between the tonsil and the posterior pillar and draw the tonsil 
forward against the ramus of the jaw. The combination of screw 
and divided nut acts as a plunger, a ratchet and a powerful screw 
for crushing the tissues with only a few turns of the screw. All 
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the parts of the instrument are separable without the use of tools, 
and the handle is made detachable so that the instrument can be 
carried in a small space. 


Ficure 3. Longitudinal section. 

Ficure 4. Showing fenestrum with its shank. 

FicgurE 5. The crusher, which slides longitudinally in a dovetail groove 
in the fenestrum. 

Ficure 6. The severing knife. 

Ficure 7. Detail view of the divided nut which, with plunger bolt, acts 
as a ratchet. 
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The New York Academy of Medicine. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 
October 22, 1919. 


Laryngectomy With Good Speaking Voice. Dr. Joun A. MAcKeEnry. 

The patient had been operated upon by Dr. MacKenty about four years 
ago for a cancer filling the larynx. His throat was so filled with the 
growth that a tracheotomy had to be done before removing the larynx. 
The neck also was involved to such an extent that the case seemed hope- 
less, but, as the man was comparatively young and strong and husky- 
looking, it was decided to give him the chance of an operation. Accord- 
ingly, a laryngectomy was performed with a block resection of the neck. 
Following this there was a severe infection of the wound with excessive 
sloughing which removed anything that might have been left by the 
cperation, and when this healed there was a tremendous hole from the 
neck into the hypeopharynx which had to be closed by a plastic operation. 
It was expected that there would be a recurrence, and he was kept under 
observation for a year or so and then disappeared. About six months ago 
he called at the office and, to the great surprise of Dr. MacKenty, was 
speaking in an audible voice. 

The patient spoke in a voice that could be heard all around the room 
and counted up to twenty. Apparently he carried air through the esoph- 
agus into the stomach and talked on that air until it was exhausted. 

Dr. MacKenty said that this was only the second such case that he had 
seen following a laryngectomy; and he expressed the belief that if this 
man’s technique could be studied by someone like Dr. Greene the method 
might be made applicable to other laryngectomy cases and so render life 
more valuable to the patients. 

The case had been pronounced malignant by competent pathologists, and 
seemed hopeless when operated upon. Dr. MacKenty said that he thought 
the subsequent infection and sloughing had probably carried off any cancer 
cells that might have been left in the neck. 


DISCUSSION, 

Dr. D. Bryson DELAVAN said that the method employed by Dr. MacKenty 
upon the patient exhibited was first used by J. Solis Cohen of Philadelphia, 
in 1884, upon a man named John Hickey. Eleven years after the date of 
operation the man was alive and well and was shown at the Academy of 
Medicine by the speaker, and later taken by him to London, where he was 
presented at a meeting of the British Medical Association. This patient 
had developed a voice audible from one corner of Hosack Hall to the far 
opposite corner of that large audience room. 

One of Dr. Delavan’s own patients, a young lady, had been operated 
upon in the same manner as above, by Dr. H. H. Janeway, at the Memorial 
Hospital, New York City, about two and a half years ago. She had made 
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a good recovery, and at the present time seemed perfectly well. For more 
than a year past she had been self-supporting. 

For a year after the operation she had struggled to acquire a voice, but 
in spite of much aid and encouragement had made unsatisfactory progress. 
Being unusually intelligent and pergistent, she had refused to give up the 
effort. About a year and a half after the operation she had awakened one 
morning and, upon attempting to speak, found that suddenly and without 
warning she had solved the difficulty and was able to speak in an audible 
and remarkably excellent voice. Since then she had been able to engage 
in an active business occupation, which required the use of the voice. 

Her voice over the telephone was distinct and her words easily under- 
stood. She did not understand, nor explain, how the voice had been 
suddenly developed. Without question, the cultivation of a voice in these 
cases is very important. Much could be done by instruction, and there 
is no reason why a person of fair intelligence and patience should not 
regain sufficient vocal ability to make life endurable. 

In the case above mentioned, the young lady had not only acquired a 
practical voice, but in the process had taught herself the lip language, 
entirely without assistance. She was a good lip reader, although not 
herself deaf. Many patients have and will be operated upon by the Solis 
Cohen method, and the method of acquiring a voice should receive our 
serious consideration. 

Dr. MACKENTy said he had nothing further to add, excepting to say that 
this man had not acquired his voice until about a year ago. Up to that 
time he spoke in a very poor whisper, and it was only on account of the 
perseverance to which Dr. Delavan had referred that he eventually gained 
this voice. There was no doubt that his technique could be understood 
and imparted to others if someone who was properly qualified could be 
interested in the subject. What patients most object to in this operation 
is the loss of the voice. When they are told that they can never speak 
again, they go elsewhere or abandon attempts to secure relief; but if they 
could be told that there was a good chance of their acquiring a voice they 
would probably come to operation earlier and more could be done for 
them. He then cited five cases of laryngeal cancer that he has seen in 
the fall, and not one of the patients had yet come to operation, after 
being told that the voice would be lost and that breathing would be car- 
ried on through an opening at the base of the neck. 


Thyrotomy for Laryngeal Carcinoma Six weeks After Operation. 
Dr. HuBpert ARROWSMITH. 

The patient came under observation about three months ago with a 
history that during the preceding eight months he had been growing 
gradually more hoarse, and recently he had a considerable amount of 
dysponea. A tumor was found occupying the anterior two-thirds of the 
left vocal cord, which on microscopical examination proved to be carcinoma. 

Six weeks ago a thyrotomy was performed and the mass was removed, 
which, as usually is the case, proved to be very much larger than it 
appeared from above. A partial resection of the cartilage was made and 
the flaps allowed to fall together, but they were not sutured. As a consid- 
erable reaction seemed probable, a tracheotomy tube was left in place for 
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four or five days. There was some necrosis of the trachea rings, and the 
wound was rather slow in healing, but now seemed to be perfectly clear. 
The man had a very good voice, but had been warned about trying to 
speak too loudly until his larynx had more thoroughly healed. 

Dr. Arrowsmith said that he had presented the case for the purpose of 
showing that occasionally a thyrotomy gives good results in these cases. 
As a rule, they are not seen sufficiently early for a thyrotomy to be a safe 
procedure, and in most instances a total laryngectomy is preferable; but 
where there seems to be a fairly reasonable chance of avoiding a very 
extensive operation and giving the patient a fairly good speaking voice, 
ether things being equal, a thyrotomy is the operation of choice—safe. 
Of course, the patient would be watched very carefully, and, should any 
recurrence happen, a total laryngectomy would be the only thing to do. 


DISCUSSION, 

Dr. HARMON SMITH said that there was no reason why Dr. Arrowsmith 
should deprecate the fact of doing a thyrotomy in this case, as it would 
have been unjustifiable to do a complete removal of the larynx for a tumor 
of that kind located in the anterior third, even though he was led to 
believe it of a malignant character. Those men who had the greatest 
experience, Chevalier Jackson, Sir St. Clair Thomson, and others, claim 
that by preference they would do a thyorotomy. He had not heard Dr. 
Arrowsmith mention the means by which it was determined malignant. 
One is not justified in the removal of the larynx unless absolutely sure of 
virulent malignancy, and even then he, himself, would do a thyrotomy if 
it was possible. The growth may not have been of the extreme malignant 
type, and we have no means of determining the character of these growths 
positively. The microscope simply shows that it is malignant, but we 
have no way of determining the degree of the malignancy. We have to 
depend upon clinical experience, and only those who have had a large 
clinical experience are justified in operating upon these cases. The ambi- 
tion of throat surgeons to perform partial or complete laryngectomies 
without previous general surgical training should be discouraged. Laryn- 
geologists of superior surgical technique, like Arrowsmith, MacKenty, 
Jackson and a few others, are unquestionably better able to handle these 
cases than the general surgeon. 


Specific Ulceration of Epiglottis in a Child of Seven. Dr, FRANCIS 
W. WHITE. 

This little patient was presented at the last meeting. At that time she 
had no speaking voice whatever, just a coarse whisper. She has had four 
injections of- 50 c.c. of Salvarsan, given every two weeks, and was given 
gray powder (mercury and chalk) by mouth in increasing doses starting 
with two grains three times daily. The condition apparently was the 
result of infection from the mother, as the child was nursing at the breast 
when the mother developed an eruption. It was after this that the child’s 
voice was affected. The adenoids and tonsils were removed, as they were 
thought to be the cause of the huskiness, but the operation did no good 
whatever in this respect. 

She is still suffering with an ethmoiditis, which was probably associated 
with the specific condition, but it is clearing up very nicely. 
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DISCUSSION, 
Dr. Husparp inquired whether the tonsil and adenoid operated healed 
up quickly. 
Dr. Wuite replied, saying that he was told the child had a sore throat 
for ten days or two weeks, but not of special moment. 


Naso-Pharyngeal Polyp. Dr. Francis W. Waitt 

This little girl was shown at the last spring meeting with a naso 
pharyngeal polyp which presented in the pharynx and could be seen very 
plainly by slightly depressing the tongue. The pedicle could be followed 
up to the space between the middle turbinate and the lateral wall on the 
right side. The growth was removed en masse, and there has been no 
tendency to new growth formation. The X-ray report was not specific 
regarding the presence of pus in the nasal accessory sinuses, nor has pus 
been seen at any time upon examination. 


The Intranasal Sinus Operation With Special Instruments. Dr. E. R 
FAULKNER. 

These instruments were devised for the purpose of rendering the 
Mosher operation simpler and safer. He had used them in cadaver 
work several years and had also operated on many cases in the living 
He also knew that many of his confreres used these instruments with 
satisfaction. He then proceeded to demonstrate their use on the cadaver 
specimen. The initial step in the operation was to cut the mucous membrane 
on the whole length of the under surface of the base of the middle turbinat« 
with a sharp knife. The large spoon end of the straight curette was then 
pressed outwards over the agger-nasi cell. As soon as this was penetrated 
the curette was turned on its long axis 45° and pressed backwards, riding 
over the middle turbinate. The downward sweep breaks this off, except 
at the very posterior end. The turbinate is now pulled out with a pair 
of forceps. The large end of the curved ring curette is then inserted 
into the ethmoid space and the remaining cells entirely leveled off to 
base plate above and the orbital plate externally. The smali end of this 
curette is used to scrape out anterior cells back of the nasal process. 

Dr. Faulkner does not believe in attempting to enlarge the frontal sinus 
opening through the nose, but believes if the anterior cells are thoroughly 
exenterated the frontal will drain itself. 

The operation for antrum drainage is done with the ring chisel. This 
is inserted about an inch back from the entrance to the nares on the 
outer wall of the interior meatus. It is turned sharply outwards at the 
insertion and tapped gently with the hammer. As soon as it is engaged 
in the bony wall it is straightened out and allowed to work its own way 
through by gentle tapping. If the chisel is sharp the piece of the meatus 
wall about one-half or three-quarters of an inch long comes out in the ring 
and the operation is finished. A little experience will be necessary before 
one can use this to advantage—that is, to get the largest opening possible 

In regard to the sphenoid, Dr. Faulkner does not feel that any instru- 
ment so far used produces the proper opening if the anterior wall is thick. 
One can easily get a drainage opening, but to facilitate the process of 
repair a large opening is necessary. This is true both of the antrum and 
the sphenoid. He opens the sphenoid at present by a downward rotating 
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movement of the spoon end of the straight curette, but is having a forceps 
made which he hopes will take out the anterior wall more thoroughly. 


DISCUSSION, 

Dr. HARMON SMITH testified that he had used these instruments on sev- 
eral occasions and found them decidedly useful. 

Dr. Harmon Smith said that since he had been introduced to this opera- 
tion by Dr. Faulkner, a year ago, he had employed it a number of times in 
his private practice, and found it much better than the use of the sharper 
instruments. 

Formerly he had removed the middle turbinate by snare and entered the 
ethmoid labyrinth through the bulla ethmoidales. When Mosher presented 
his method he had followed this with varying success. He believed, how- 
ever, that entrance by way of the bulla was a safer method than by the 
ager nasi cell. 

Since he had familiarized himself with Dr. Faulkner’s instruments he 
had felt more at ease when exenterating the ethmoidal labyrinth. 

Dr. WOLFF FREUDENTHAL inquired if there was not quite a little tearing 
and hemorrhage in removing the middle turbinate body. 

Dr. FAULKNER said that he had only one hemorrhage from an ethmoid 
operation, but he had stopped it with a nasal plug without much difficulty. 


Foreign Bodies in the Air and Upper Foodirasoanes in Pre-Endoscopic 
Days. Dr. HuBert ARROWSMITH. 
(Published in the November, 1919, issue of THe LARYNGOSCOPE.) 
DISCUSSION, 

Dr. DELAVAN characterized the scholarly and instructive paper of the 
evening as being a model of its kind. It suggested several important 
questions, one of the most vital being that of operative interference in 
cases where the bronchoscope is ineffective. Should attempts be made to 
reach the foreign body through the thoracic wall, or, in case symptoms 
of active irritation were not present, should a policy of waiting be main- 
tained? The answers must depend upon the nature of the foreign body 
and the effect it may be exerting upon the neighboring tissues of the lung. 
Until very recently thoracic surgery had proved markedly unsuccessful. 
The speaker treated two cases illustrative of widely different types of 
foreign body. 

A young farmer cradling in the harvest field, while in the act of shout- 
ing to a companion, inhaled the whole of a head of barley. Following the 
immediate symptoms of strangilng and intense irritation, a pneumonia 
was set up which refused to resolve and continued for several months, 
the patient’s condition in the meanwhile being precarious. An abscess of 
the lung developed, which finally broke through the chest wall in the 
axillary line at the right side, evacuating a large quantity of fetid pus, in 
the midst of which was found the head of barley, slightly encrusted and 
entire. 

It seemed incredible that so irregular an object and of such size and 
shape, one and one-half inches long and bristling with the beards of the 
zrain, could possibly have entered the pharynx, passed through the glottic 
opening into the trachea and hence to one of the larger bronchi. The 
patient eventually recovered. 














SOCIETY PROCEEDINGS. 117 

A case of opposite type had occurred when the speaker was associated 
with Dr. George Peabody in the Pathological Department of the New York 
Hospital. One of our charities was the care of members of the Training 
School for Nurses who might become ill. One of these, a young woman 
of good constitution, developed an attack of pleurisy with effusion of the 
right side. In an attempt to spirate, using one of the more slender needles 
of the Dieulafoy apparatus, the patient by a sudden violent movement of 
the arm, drove the needle fully four inches through the very thin chest 
wall and into the substance of the middle lobe of the lung, at the same 
time breaking off the steel shaft of the needle close to the brass attach- 
ment at its head. The opening in the skin through which the needle 
passed at once closed over it. It was decided to avoid surgery and await 
developments. A moderate congestion of the middle lobe of the lung 
immediately followed and the temperature raised for a few days. Nothing 
else happened, the patient made a good recovery and in due time resumed 
her professional duties, ignorant of what had happened. She was kept 
under observation for many years, working steadily meanwhile as a 
trained nurse. Her health was excellent. Aside from friction sounds due 
to the pleurisy, and a suspicion of dullness and increased vocal resonance 
over a small area of the right lung, middle lobe, the signs were apparently 
normal. This case shows the possibility of a foreign body, being deeply 
embedded, in the lung, remaining harmless for an indefinite length of 
time. With knowledge of surgery which existed at the time of this inci- 
dent, the expectant plan was undoubtedly the best; while in the first case 
quoted surgical intervention would surely have caused the patient’s death. 
At the present time, however, under the teachings of the famous French 
operators, Pierre Duval and his eminent associates, thoracic surgery has 
attained a perfection hitherto unknown, and cases formerly hopeless are 
now afforded excellent chances of relief. 

With regard to the invention of the bronchoscope, it must not be for- 
gotten by the members of the New York Academy of Medicine that it was 
a late fellow, Dr. Joseph O’Dwyer, who first originated the idea of facili- 
tating the expulsion of a foreign body from the trachea or greater bronchi 
through the aid of a tube of thin wall and largest possible caliber, passed 
into the larynx and the patient inverted; an explosive cough might avail 
to cause the expulsion of the foreign body. On a number of occasions 
Dr. O’Dwyer had requested the speaker to demonstrate the bifurcation of 
the trachea by means of the laryngoscope, the above-mentioned tube being 
in the larynx. In most instances this was easily done, and with a good 
illumination the entrances to the primary bronchi were brought plainly 
into view. Dr. O’Dwyer was enthusiastic about his invention, and, with 
prophetic foresight, was confident that it had a great and useful future. 
He was working upon it at the time of his death. Had he lived a little 
longer no one would have been so ready to appreciate the adaptability of 
the small electric Edison lamp to his purpose. As it is, to him, beyond 
question, belongs the credit of having originated the idea of the broncho- 
scope, the essential principle of which is the passage of a tube into the 
trachea, through which, aided by good illumination, the location of foreign 
bodies can be determined and their expulsion facilitated. 

Specimens of the original tube above mentioned are exhibited in the 
O’Dwyer Collection of the New York Academy of Medicine. 
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November 25, 1919. 
Cellulitis of and Abscess in the Parapharyngeal Tissues, Causing Laryn- 


geal Edema. The Symptoms, Diagnosis and Treatment. Dr. Cor- 
NELIUS G. COAKLEY. 


(Published in the present issue of Tut LARYNGOSCOPE.) 
DISCUSSION. 


Dr. ErRDMAN discussed the paper from the surgical point of view, 
emphasizing the fact that the exploration of these infections must be 
carried at times very deep under the musculature of the cervical region 
before the surgeon succeeded in locating the abscess. The man who 
attempts such work must be thoroughly familiar with the anatomy of the 
region. He mentioned briefly two or three instances where he was called 
in consultation and where the suppurating foci were located at consid- 
erable depth in the tissues of the neck and where laryngeal symptoms 
were causing serious trouble 

Dr. HARMON SMITH said that he was in full accord with Dr. Coakley’s 
observations concerning surgical measures upon the edematous mucosa 
of the larynx, and that instead of directing one’s surgery to the symp- 
tom,—the edema,—it should be directed to a search for the cause of the 
same, which in some instances was remote from the larynx. 

Dr. Smith then cited two cases of laryngeal edema due to abscess of 
the lingual tonsil, or at least to abscess of the tongue beneath this struc- 
ture. Both cases were of sudden occurrence and without known provo- 
cation. Both recovered quickly after evacuation of the abscess through 
incision. 

Dr. J. E. MAcKenty: Dr. Coakley’s paper brings to mind many phases 
of acute streptococcus infection, which involve more or less the larynx 
and seriously interfering sometimes with breathing. My understanding 
of Ludwig’s Angina is a deep, rapidly spreading infection of the neck, 
with a gray infiltration and no pus formation. Of such cases I have seen 
nine. Three of these were of special interest and I shall give a short 
résumé of them. 

Case 1. Male, age 45. Location of primary infection not discovered. 
Enormous, hard edema of neck, extending from the chin down well over 
the sternum. Swallowing and speech were impossible—breathing seriously 
interfered with, due to the swelling extending back under the tongue to 
the region of the pharynx. Neck deeply and extensively incised—no pus 
found. The infiltration involved muscle and fat and they were all alike, 
it being difficult to distinguish one from the other. Following operation 
whole front of the neck became gangrenous. The infection traveled along 
the deep vessels and invaded the chest. An abscess was opened nearly 
one finger length below upper margin of the clavicle and sternum. Recov- 
ery after twelve weeks. Subsequently the skin of the chest was brought 
up to cover the defect in the neck, so extensive was the destruction of 
tissue in that region. 

Case 2. Male, age 23. One week after a severe attack of tonsilitis the 
neck began to swell uniformly. This progressed until the chin was almost 
level with the sternum, or on a line with the sternum. - High temperature 
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and patient very ill. Considerable laryngeal obstruction. As the swelling 
seemed more pronounced on the left side, a deep incision was made along 
the border anteriorly of the sterno-mastoid from the angle of the jaw to 
the clavicle. This incision was carried down to the constrictor muscles of 
the pharynx until the esophageal and laryngeal walls were exposed. No 
pus was found. The thyroid gland being abnormally enlarged, | plunged 
a dull forcep into the center and evacuated about half an ounce of pus 
Recovery. 


Case 3. Child 8 months old with a typical Ludwig’s Angina was brought 


te the clinic in an almost comatose condition. The neck was cut from 
ear to ear and transverse incisions were made upward and downward in 
the neck. Gray infiltration was met everywhere, but no pus was found 
A recovery with some deformity of the neck. 

Dr. Coakley’s paper is timely and should be read by every laryngologist 
in the country. I have always been against intra-laryngeal operations for 
abscesses involving the larynx, and for years advocated external operation 
Everything should be done to avoid a tracheotomy. 

I wish to thank Dr. Coakley for bringing this subject before the public 

Dr. LEDERMAN said that a few years ago he presented a series of cases 
illustrating septic infections of the mouth and throat; four of these cases 
demonstrated an acute infectious process involving the submucous struc- 
tures of the epiglottis and neighboring tissues. In all these patients sup 
puration accompanied the infection. Edema of the contiguous tissues was 
a constant feature and a serious complication. 

The attack was characterized by a sudden onset, with symptoms involv- 
ing the throat, sharp pain in this region, accompanied by marked distress 
and swallowing, and a sense of fullness or obstruction. The voice was 
impaired, and of a gutteral character. Nothing of an abnormal nature 
was observed in the upper pharynx. The laryngeal mirror, however, 
revealed an edematous epiglottis, three or four times its natural size, 
obstructing the laryngeal orifice, so that it was impossible to obtain a 
clear view of the interior. In all the cases the edema involved the ary- 
epiglottic fold. In two cases the infiltration caused difficulty in breathing 
One of the patients, a woman, was brought to the Lebanon Hospital in 
the ambulance, cynosed and dyspnoeic. Another patient, a male, 26 years 
old, presented himself at the outdoor department of the same institution, 
complaining of fullness in his throat, with painful and difficult deglutition 
His symptoms had existed two days, but he thought it was a simple sore 
throat, and he did not show any marked constitutional symptoms. He 
was brought to me at once, as I was in the hospital at the time. Nothing 
of moment was seen in his pharynx, but the mirror showed an enormously 
swollen epiglottis, with edema at the base of the tongue, reaching half 
way to the free surface of the epiglottis. Both ary-epiglottic folds were 
edematous, but, surprising to say, no difficulty in breathing was experi- 
enced. Under local anesthesia, a liberal incision was made into the 
infiltrated tissue at the base of the tongue and a considerable quantity of 
pus was liberated. Several small incisions were made into the edematous 
epiglottis and arytenoid region to relieve the serous exudate. The young 
man refused to remain in the hospital, in spite of our emphatic protest 
and explanation of the danger of sudden suffocation. He walked to his 
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home, a few blocks from the hospital, but returned the next afternoon for 
examination much improved and the abscess cavity still draining. He 
was instructed to return for further observation, but, as he was not seen 
again, we concluded that his condition required no further attention. 

Another interesting case was that of a young girl, 19 years of age, in 
whom a severe infection of the sublingual tissues followed an acute puru- 
lent otitis media on the same side. On the third day of the aural disturb- 
ance the ear symptoms had improved, but the sublingual infection had 
progressed; the temperature was 101, pulse 110. The left side of the neck 
was swollen, brawny to the touch, and very tender to pressure. No 
fluctuation was detected. The facial expression was one of great suffer- 
ing; the tongue was forced over the teeth and out of the mouth on account 
of edema of the sublingual tissues. Deglutition was impossible, but 
respiration was not disturbed. After some difficulty, a laryngeal view 
was obtained, but this region was not involved. 

Incisions through the swollen area under the left side of the tongue 
located an abscess, and pressure over the indurated mass externally 
increased the flow of pus. Suppuration continued for a few days, but the 
use of an antiseptic mouth wash obviated further unpleasantness, though 
convalescence was protracted. 

Another instance of edema of the larynx, secondary to a traumatic 
factor, occurred in a short, stout female patient, about 45 years of age. 
Ten days after swallowing a chicken bone disturbing symptoms appeared. 
The original cause of the local disturbance had been forgotten until 
painful deglutition was experienced. Externally, some localized infiltra- 
tion was noted on the left side of the neck, which was very tender to 
pressure. No elevation of temperature existed at the time. The swelling 
had increased in twenty-four hours. 

On examination nothing abnormal was seen in the pharynx; a pro- 
nounced edema of the lingual surface of the epiglottis existed on the left 
side, extending to the ary-epiglottic fold, encroaching upon the laryngeal 
opening. After some difficulty, the anterior third of the left cord was seen, 
but was not involved. The right side of the larynx was not affected. No 
evidence of the foreign body was observed. Urinalysis was negative. 
Twenty-four hours iater the edema had increased and some difficulty in 
respiration was noted. Under cocaine anesthesia an incision was made 
into the most prominent area in the lower pharynx on the left side, and a 
few drops of pus escaped. The wound was kept open until suppuration 
ceased, and in twelve days the patient was well. The temperature never 
rose above 1° during her illness. 

Phlegmon of the deep tissues of the cervical region may be simulated 
by an infectious process more superficial, as the following brief history 
will show: 

A young man, 18 years of age, referred by Dr. Joseph Shears, com- 
plained of great difficulty in swallowing and inability to open his mouth. 
Deglutition had been so painful that no solid food had been taken in four 
days. His appearance resembled the clinical picture of an advanced quinsy. 
The mouth was open and saliva dribbled from between his lips; the tongue 
was raised above the edge of his lower teeth and protruded. There was 
the same brawny swelling as in the previous case, extending from the 
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angle of the jaw on the left side to the submental region. Both sub- 
maxillary and sublingual glands were swollen and very tender to pressure. 
Examination of the mouth was very difficult, as the patient was unable to 
separate his jaws, owing to the severe pain and swelling. The sub- 
lingual tissues were greatly swollen and very tender to the touch. Pus 
was seen in the opening of the papilla through which Wharton’s duct 
empties. A slender probe, after being passed an inch into the lumen of 
the duct, was arrested by some foreign resistance. On removing the 
probe, some pus drained from the puncta. The temperature at the time 
was 102.4, pulse 110. Under cocain anesthesia, an incision was made into 
the sublingual tissues about an inch in length, reaching from the papilla 
directly posteriorly. The opening was dilated, and the foreign body 
located. Not being able to dislodge it with the forceps without causing 
too much traumatism, a dull wire cr curette succeeded in removing a 
calculus three-fourths of an inch in jength and one-fourth of an inch in 
diameter. Two drams of pus drained from the opening. Pressure over 
the submaxillary and sublingual glands increased the flow of pus; the 
wound healed kindly after draining for three days, an antiseptic mouth 
wash being used by the patient. On the fourth day clear salivary secre- 
tion could be expressed from the wound by applying pressure over the 
external swelling, which persisted for a week. No annoyance was experi- 
enced after the fourth day, and the wound healed without further trouble. 

The calculus had formed at the junction where Bartholin’s duct empties 
into Wharton’s, and consequently both glands showed symptoms of 
retention. 

The young man gave a history of a previous attack three years before, 
when a smail stone was removed from the sublingual region by his family 
physician, though no surgical manipulation was necessary at that time 
and the symptoms caused no annoyance. 

In ail of the above cases, fortunately, the infected area was reached 
through the mouth and no external incision was necessary. In two other 
cases, however, that came under observation, local surgical intervention 
for relief of a peritonsillar infection did not suffice, as the latter extended 
to the submaxillary region and the surgeon had to explore quite deeply 
from the external surface before reaching the secondary abscess. 

Dr. Lederman expressed much satisfaction derived from the use of a 
weak adrenalin spray—1-5000, 1-8000—followed in a few minutes by local 
application of a 25 per cent solution of ichthyol in glycerin frequently 
repeated, together with the use of ice, internally and externally, as a 
routine measure, free catharsis; the patient being kept in a semi-upright 
position. 

Dr. C. McCuttan: I would like to call attention again to an expedient 
I have used in the treatment of edema of the larynx with brilliant results, 
namely the use of leeches on the neck at the upper posterior angle of the 
thyroid cartilage. I reported before this section several years ago three 
cases treated by this method in which the relief was immediate. I remem- 
ber one case very distinctly in which the condition followed a streptococcic 
angina of the epidemic type. The patient lived out of town, and when he 
was placed on a boat for transportation to this city his condition was so 
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serious that a surgeon and necessary assistants, with a tracheotomy set, 
accompanied him. The leeches were put in place after he was placed on 
the boat, and by the time he arrived at the hospital, about three hours 
later, he was able to drink water, a thing he had been unable to do for 
about three days previously. No operative treatment was called for and 
he left the hospital cured a few days later. 

Of course, no deduction of value can be drawn from three cases, but 
where our therapeutic resources are so limited as in this condition 
anything promising relief should be tested out. 

In again bringing this before you I do so in the hope that others may 
try the procedure in order that its therapeutic value, if any exists, may 
be established. 


The Philadelphia Laryngological Society. 


Meeting of Nov. 4, 1919. 
Otology in American Camps and the American Expeditionary Forces. 
Lr. Con. COATES. 

Dr. Coates spoke of the organization, equipment and personnel in the 
base hospitals in the United States at the outbreak of the war and for the 
first twelve months thereafter. His personal experience in the United 
States consisted in eleven months’ service as chief of the section of Head 
Surgery in the base hospitals at Camp Sevier and Camp Hancock. 

In the beginning these hospitals were very much handicapped by lack 
of all necessary equipment, the principal shortage being in ordinary 
instruments in .examining and operating. Another handicap was the 
opposition of the regular Medical Corps towards the employment of 
specialists in their special work. This attitude persisted more or less 
during the first year. 

In Camp Sevier, almost coincident with the opening of the hospital, a 
very severe epidemic of measles broke out in camp, followed later on by 
mumps and scarlet fever, and accompanied by quite a high incidence of 
pneumonia, both broncho and lobar. Ear complications im these cases 
were very frequent, and for a long time one member of the Head Surgery 
Staff was occupied almost exclusively in making ward consultations and 
doing myringotomies, as many as twenty or thirty a day being done at 
times. Facilities for this work were very poor, but, nevertheless, free 
incisions were made in all suspected cases, with the result that in com- 
paratively few the mastoid became infected. The total number of mastoids, 
however, during six months ran up to about seventy. Although these 
operations were all done under adverse circumstances and under ether, 
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only one case died. This was a late case that came in already comatose 
with well marked meningitis and multiple brain abscess, dying some 
twelve hours after operation. 

In contradistinction to this service, during this same period at Camp 
Hancock there were practically no ear complications at all, nor any 
epidemic of measles. In these six months only one mastoid case came to 
operation, although later on, after the departure of the 28th Division, 
about twenty mastoid operations were done. At Camp Sevier, probably 
due to conditions in the general operating pavilion where the work was 
done, and also partly to the poor physical condition of the patients, blood 
clot dressings for the mastoid were uniformly unsuccessful. Healing was 
slow and deformity rather greater than usual. At Camp Hancock, on the 
other hand, where men were in fine physical condition and the operating 
pavilion was most efficiently organized, blood clot dressings were almost 
uniformly successful, the average time for healing being only about ten 
days. Dichloramin-T was found to be most useful in cases where infec- 
tion occurred or where healing was delayed. It was also used to some 
extent in the chronic suppurative ear cases. 

Malingering was not uncommon at Camp Sevier, the usual claim being 
for unilateral deafness, and it was found that in the majority of these 
cases there actually was some impairment of hearing, although not as 
great as claimed. Simple methods usually sufficed to detect malingerers, 
the binaural stethoscope method, the simple tuning fork tests, imperfect 
closure of the good ear, etc., being all that was required. 

In the A. E. F. the otological service was fairly well developed at some 
points and lacking in others. Special Hospital 115, at Vichy, was organ- 
ized as the hospital to care for head surgery cases, but during the great 
influx of patients following the Meuse-Argonne offensive there was no 
opportunity to segregate different classes- of patients, so that it became 
swamped with the usual contents of the hospital trains from the front. 
Some of the base hospitals, either isolated or in centers, made an attempt 
to look after their own otological cases, but with the equipment furnished 
this was very difficult. 

At the hospital center at Allery, where the writer was stationed, there 
were three Red Cross Base Hospitals, which, of course, came over with 
complete equipment. This was pooled and one of these hospitals desig- 
nated to care for all otological cases. With this equipment very good 
work was done, the service being in command of Captain Potts of Omaha, 
and some sixty mastoid operations were the result of the winter’s work. 
The dressing here was by the Carrell-Dakin method, which gave fairly 
quick healing with little deformity, but not, in the opinion of the writer, 
as quick or as good results as those obtained by blood clot dressings when 
the latter could be used. The writer, whe was in command of Base 
Hospital 56 at this time, had little opportunity to do special work, but did 
succeed in doing a few mastoid operations in his own organization, and in 
which the blocd clot dressing was successful. One of these consisted in 
entering a normal mastoid for the extraction of a fragment of high 
explosive. 

Base Hospital 103, at Dijon, to which the writer was attached for a 
short time in February, had a very active otological service, under the 
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command of Captain Senseney of St. Louis, 200 or more beds filled with 
head surgery patients being cared for by him alone. Quite a number of 
these were recently operated on mastoid cases, some having come in from 
the field in serious condition. 

The writer was also attached to Camp Hospital 26, at St. Aignon, for a 
short time, and during his stay there quite a number of ear cases devel- 
oped following an attack of influenza. This was in February, the other 
epidemic in the Fall not having been productive of very many ear compli- 
cations. The mastoid operations here were well and successfully done, 
the method being partial closure of the wound with light packing. 

About this time a special hospital was established at Coblenz for the 
Army of Occupation, and from the Fall of 1918 until the evacuation of the 
army consultants in oto-laryngology were appointed to look after given 
areas. Col. James F. McKernon was. chief consultant and there was a 
consultant for each area or center. In many of these, however, the oto- 
laryngological service was developed very poorly or not at all. 

The writer had experience of some three months at one of the base 
ports, Bordeaux, in the Spring of 1918. In the embarkation camp, with a 
constant population of over 30,000, there were two camp hospitals, each 
maintaining an otological service, but very little of interest was seen 
during this period. No operating was done. In addition, there were other 
base hospitals scattered through the Bordeaux area, but the service was 
extremely light in all of them. Very little typical war otology was 
ebserved. Concussion deafness, of course, was seen at intervals, and in a 
few cases seventh nerve paralysis from injury by machine gun bullet or 
shrapnel. During the late Summer and Fall of 1918 most of these cases 
injured in battle were sent as far back and as speedily as could be done, 
so that they skipped over the base hospitals situated near the front. All 
of them were returned to the United States at as early a date as possible. 

The A. E. F. was well equipped to do good otological surgery in the 
character of its personnel, but in most instances the physical equipment 
was poor. Besides, during the rush of the last months of fighting these 
cases could not be segregated and sorted out, so that otologists frequently 
acted as ward surgeons, sanitary officers, fire marshals, mess officers and 
everything else for which capable men were needed. If the war had been 
continued longer the service would have been more settled, and very 
favorable work would undoubtedly have been done. 


Laryngology and Rhinology With the American Expeditionary Forces in 
France. 
(Published in the January, 1920, issue of THE LARYNGOSCOPE.) 


Meeting of December 2, 1919. 
CADWALADER HALL, COLLEGE OF PHYSICIANS. DR. FREDERICK M. STROUSE 
IN THE CHAIR. 

A Case of Cornu Cutaneum of the Auricle. Dr. BENJAMIN D. PARISH. 
W. M., a gunner’s mate, was seen at League Island, February 21, 1918. 
Family and past history negative. Was admitted to hospital because 
of an infection of eyelids. At the upper tip of the left auricle there 
was a growth about an inch and a half long, conical in shape, tapering 
to a sharp point and of horny consistency and dark brown color. 
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The patient did not remember how long he had had the growth as 
it had never given him any trouble. Having an unusually large and 
protruding auricle, you will see from the photograph that the growth 
gave him a rather diabolical expression and to a certain extent resembled 
one of the mythical satyrs. The growth was removed by a V-shaped 
excision and the base cauterized by the electric cautery. As far as I 
know there has been no recurrence. 

Unfortunately the hospital apprentice placed the horns in alcohol 
instead of formalin and it disintegrated. Cornu cutaneum is classified, 
according to Hyde, among the senile warts. They are even seen in 
infancy. They are distinctly rare at all times. They develop within a 
closed cyst or from remarkably elongated papillae of the corium, being 
made up of cornified and hypertrophied epidermal cells. They may be 
either brown, yellowish brown or black, usually painless or like other 
keratoses, become the seat of inflammation in various grades. Lebert 
shows that horns develop into epithelialiomata in about 12 per cent 
of cases. Therefore, there should be a rather guarded prognosis. 


DISCUSSION. 

Dr. FRANK EMBERY presented a specimen which he removed three days 
ago from patient 84 years old which grew on the tip of the nose for the 
last four years. It was a distinct shell-like horny mass measuring 2x1 
inches. Prior to operation it had the typical appearance of a rhinoceros. 


Cerebellar Abscess Associated with Chronic Suppurative Otitis Media; 
Operation and Recovery. Dr. J. CLARENCE KEELER, 
(Published in present issue of THe LARYNGOSCOPE.) 
Extradural Abscess Complicating Mastoid Disease. Dr. A. SPENCER 
KAUFMAN, 

I was disappointed in not having my patient here to exhibit tonight. 
There are two or three interesting points in the case. This man, about 
21 years of age, has had a discharge from his left ear since childhood 
and for several years past had a discharging sinus in the parietal region 
about midway up toward the vortex. A probe could be introduced into tliis 
opening for a distance of about 1% inches. There was no external evi- 
dence of any connection between this sinus, about 4 inches behind mastoid 
and the mastoid itself. At operation the process was found to be 
extremely hard, a great deal more so than the usual sclerotic chronic 
mastoid, and it was the first case I ever saw where no antrum was found. 
The bone was extremely dense, there being no cellular structures at all, 
and, strange to say, in this particular case, contrary to most sclerotic 
cases, the lateral sinus was not displaced forward. There was simply 
solid bone all the way through. After as much as could be done the 
mastoid was completed, an incision was carried back to the sinus and 
parietal region. There was no connection at all between the two. The 
opening in the skull was about one-fourth inch in diameter. This was 
enlarged to the size of a quarter and that uncovered a cavity filled with 
granulations and a large depression in the dura made after the granu- 
lations were removed. The opening was almost large enough to accom- 
modate an ordinary sized English walnut. I forgot to say that there 
were several scars on the scalp on a line between the mastoid and this 
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sinus, but there was no evidence of bone destruction between the two. 
The man had felt no ill effects before operation and suffered no ill effects 
afterward; had no rise in temperature; nor a subnormal temperature, 
and is going on to apparently good recovery. The sinus had not entirely 
healed and the mastoid is not entirely well. 


DISCUSSION, 


Dr. Coates: Dr. Keeler’s case is a very interesting one. I| cannot 
discuss it very much from the standpoint of experience, but there are 
one or two questions I would like to ask. The question of the labyrinth 
sequestrum that was only held in position by the facial nerve, what 
became of that sequestrum? Is it still there? He has a nice dry cavity 
in his mastoid and middle ear. It is a beautiful result, the facial palsy 
is pretty well cleared up, though the right eye does not quite close yet. 
The other question is about his point of attack. He did not go as far 
back in the specimen shown as in the operation. In the operation did he 
go through the whole lateral sinus? There are three modes of attack: 
either through the lateral sinus, back of the lateral sinus, or between 
the lateral sinus and the facial canal. I think the mode of approach that 
is usually considered the best is through the lateral sinus if you can. 
The objection to the anterior route is that very often you have a very 
narrow space to go through. In this case I think there was a stalk and 
he did not have to search for the abscess. 1 would like to ask also about 
his post-operative treatment. How he drained the cavity and how even- 
tually it became closed up. It is a nice question how to treat these 
brain abscesses after you find them. 

In Dr. Kaufman’s presentation I would like to know what his idea 
is about the origin of that infection. I saw a case which did not belong to 
me, at Camp Hancock in the spring of 1918. This man had, as I remem- 
ber it, an acute otitis media with some swelling over the mastoid and 
partly forward in the sygomatic region. X-ray reports were negative. 
The middle ear had cleared up entirely and the external swelling had 
gone down. The day after I arrived Dr. Halstead of Chicago opened his 
middle fossa above the mastoid and found quite a large extradural 
abscess with no connection whatever demonstrable with the middle ear. 
The question in that case was if the infection had gone through the 
tegmen tympani and the lower infection had cleared up. This man was a 
big Texas German. He had a marked aphasia and lost all his English 
but soon recovered his German and could count only up to 9 or 11 and 
then stopped. He could understand English but could not talk it. No 
antrum was found in one case, which was one of my very early radicals, 
although it was carefully searched for. No cells in the mastoid process, 
absolutely sclerotic. Another case of no antrum was found on the post- 
mortem table. 

Dr. RALPH ButTLeR: I have nothing to offer. They are both very 
interesting cases. I think it is not very unusual to be unable to place 
these sources of pus in the head—they probably involve the line of the 
vessels either of the blood or lymphatics. 

Dr. F. O. Lewis: Both are very interesting cases. I have had very 
little experience with the type which Dr. Keeler reported. I just recall 
a few months ago a man, 48 years old, where acute mastoid involvement 
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developed with facial paralysis, severe pain in the right side of his head 
and X-ray examination revealed marked destruction of the mastoid. At 
the time of operation, we found a brain abscess and a teaspoonful of pus 
was removed. The man made an uninterrupted recovery. 

Dr Kaufman’s case—I have had one experience in not being able to 
locate the antrum. It was a case in the Philadelphia Hospital; man with 
meningitis and a history of middle ear disease. We went 
and found no infection and entire absence of an antrum. 


in the mastoid 


Dr. F. A. Strauss: Dr. Cohen, do you remember the case without an 
antrum at St. Agnes’ Hospital? 

Dr. H. B. Conen: If I remember correctly, the case did have a ver) 
small antrum. 

Dr. Sern A. BrumM: In reference to Dr. Keeler’s paper—I cannot see 
on what basis he made the diagnosis of cerebellar abscess for hemilateral 
paralysis and spontaneous nystagmus are not conclusive diagnosis of 
cerebellar abscess. Many other brain lesions may give the same form 
of paralysis. Dr. Keeler should, however, have used the caloric test on the 
left ear, for the right ear was filled up with granulation tissue and choles 
tomatous. 

Dr. LEwis Fisner: Dr. Keeler is to be congratulated on the beautiful 
result obtained in this case. My experience is that a diagnosis of brain 
abscess, particularly in the cerebellum, is one of the most difficult things 
to make. When you have a suppurative ear and evidence of intracranial 
involvement, I have always found it a most difficult thing to determine 
just what part of the cranium has been attacked. The little gained from 
his history was a great deal to go on in this particular instance: the 
weakness of the leg on that side, emaciation of the muscies, vertigo, ete 
A great many cases of brain abscesses are not so kind to us and do not 
show all of those things. My last case occurred several months ago 
A young boy of 12 was taken ill with middle ear infection which was 
very violent, with high temperature, severe pain, headaches, and chills. 
Five or six days later symptoms were so marked that I operated. To my 
great surprise, I found very little pus. I uncovered the middle fossa 
and the lateral sinus but found nothing. The following day the boy was 
very much better, sat up in bed, asked for food and in a week was dis- 
charged from the hospital apparently cured. I knew I had not found 
sufficient pathological findings during the operation to account for the 
symptoms. Several weeks after his discharge from the hospital, one of 
the men who had been dressing the wound called my attention to the 
fact that the wound was not healing very well. The patient had gotten 
sick again and was rushed to the hospital apparently very ill, complaining 
of pain, fever moderate, no symptoms of meningitis. [ knew he had an 
intracranial infection, but did not know where it was. I got a dry tap. 
I intended to open up the cerebellum but the boy died that night. Autopsy 
showed a large cerebellar abscess, deep, not leading to surface anywhere, 
which could not have been drained even if cerebellar fossa had been 
uncovered. Cerebellar abscess is very difficult to diagnose. 

Dr. Harry M. Becker: I would like to report the following case: He 
had a sense of dizziness and bad cold and a chronic rhinitis. He had 
pain that was lateralized to the side of a chronic old mastoiditis with no 
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brain abscess symptoms. The man had no nystagmus and walked straight. 
He behaved badly on operating table. He was thought to have throm- 
bosis of the lateral sinus and it was obliterated. It was not the lateral 
sinus but he had a brain abscess in the posterior fossa which could not 
be drained and man died. Another interesting case was a child of 1) 
months old who came to the hospital unconscious. She continued ill for 
some three months. She had the symptoms of gastro-intestinal disease, 
which are frequent in mastoiditis. On the operating table it was found 
that the child had both mastoids broken down completely, pus drained 
between apparently loosened periosteum. On the left side was a 1% inch 
passage leading directly through the skull, due to an erosion and located 
close to the posterior fossa. Pus drained from right side and persisted 
for six days uniil death. Another case: a boy of 11 years of age, with 
a first attack of earache of about four or five days’ duration, suddenly 
had convulsive movements and then without any further warning had 
convulsions of the entire body. He was taken to the hospital the follow- 
ing morning and kept under supervision for twenty-four hours. An 
attempt was made to localize the seat of irritation and we expected to 
find a meningeal condition but none was found. The boy was semi- 
conscious and no information could be gained from the parents. There 
was no family history to go by. That he had brain abscess was certain, 
but it must be located. Operation: The middle fossa was opened and 
2 drams yellow pus evacuated. Eyes became straight aft once he could 
not develop fixed spontaneous nystagmus ,the pupils contracted, the 
temperature was 99° instead of 96144°, he wanted food the following morn- 
ing, his mind was clear by afternoon, and he wanted to go home. The 


cigarette drain was withdrawn at the end of the third day, trusting to 
absorption here as well as in other places to carry off the remainder 
of the poison. 


(To be continued.) 











